
UCSF
UC San Francisco Previously Published Works

Title
Practical Application of the 2020 Distal Radius Fracture AAOS/ASSH Clinical Practice 
Guideline: A Clinical Case

Permalink
https://escholarship.org/uc/item/06d8g4c6

Journal
Journal of the American Academy of Orthopaedic Surgeons, 30(9)

ISSN
1067-151X

Authors
Kamal, Robin Neil
Shapiro, Lauren Michelle

Publication Date
2022-05-01

DOI
10.5435/jaaos-d-21-01194
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/06d8g4c6
https://escholarship.org
http://www.cdlib.org/


Practical Application of the 2020 Distal Radius Fracture AAOS/
ASSH Clinical Practice Guideline: A Clinical Case

Dr. Kamal [Associate Professor and Medical Director],
Department of Orthopaedic Surgery at the Standford University Medical Center.

Dr. Shapiro [Assistant Professor]
Department of Orthopaedic Surgery at University of California San Francisco

Abstract

The Clinical Practice Guideline (CPG) “Management of Distal Radius Fractures” released by the 

American Academy of Orthopaedic Surgeons (AAOS) and the American Society for Surgery of 

the Hand (ASSH) is a summary of the available evidence designed to guide surgeons and other 

qualified physicians in the management of distal radius fractures. According to this guideline, age 

of 65 is used as a proxy for functional activity and can serve as a threshold under which patients 

are likely to benefit from surgical fixation and over which patients are less likely to benefit from 

surgical fixation as compared to non-operative management. Supervised therapy and arthroscopic 

assistance should be utilized sparingly and, on a case-by-case basis. Routine radiographs should 

also be utilized on a case-by-case basis. As strong evidence suggests there is no difference 

in clinical or radiographic outcomes by fixation technique utilized after three months; fixation 

technique should be driven by fracture pattern. These guidelines serve to guide physicians in the 

care of patients with distal radius fractures.

Introduction:

Distal radius fractures are a commonly occurring condition, with an annual incidence of 

>64,000 in the United States1 and representing approximately 18% of fractures in the elderly 

population2,3. These fractures cost an estimated $170 million a year in Medicare claims 

alone4. Additionally, as evidence demonstrates that the incidence of distal radius fractures 

continues to rise for all age groups3, such fractures will continue to pose a great burden to 

society.

The American Academy of Orthopaedic Surgeons (AAOS) and the American Society for 

Surgery of the Hand (ASSH) released an updated Clinical Practice Guidelines (CPG) 
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in 2020 based upon available literature designed to guide surgeons and other qualified 

physicians on the evaluation and treatment of acute, adult distal radius fractures. The case 

presented illustrates how these guidelines can be helpful to clinicians when evaluating a 

patient with a distal radius fracture and creating a treatment plan.

Case:

History:

A 69-year-old female patient who is left-hand-dominant engineer presented to the 

emergency room after having fallen onto her left hand while playing pickleball. The 

patient’s past medical history was notable for hypertension and hyperlipidemia; however, 

she was otherwise healthy and took no medications. Injury radiographs demonstrated a 

comminuted, intra-articular distal radius fracture (Figure 1). The patient underwent a closed 

reduction and placement of a sugar tong splint in the emergency room upon presentation. 

Post-reduction radiographs demonstrated similar overall alignment of the distal radius, 

with the radiographs demonstrated radial shortening >3mm and intra-articular displacement 

>2mm (Figure 2).

Physical Examination:

The patient was 5’5” and 140 pounds with a body mass index of 24 kg/m2. Upon 

presentation to clinic, the patient was in a well-fitting splint. She denied an open injury 

or any symptoms of carpal tunnel syndrome. She demonstrated the ability to flex and extend 

the interphalangeal joint of her thumb, extend her digits to neutral, and cross her index and 

middle digits. She noted normal sensation. Her digits were mildly swollen. She had well 

perfused digits with capillary refill <2 seconds.

Shared-decision Making:

During the clinic visit, the surgeon engaged in a process of shared decision-making with 

the patient using the SHARE approach laid forth by the Agency for Healthcare Research 

and Quality5. This five-step process includes: 1) Seeking the patient’s participation, 2) 

Helping the patient explore and compare treatment options, 3) Assessing the patients 

values and preferences, 4) Reaching a decision with the patient, and 5) Evaluating the 

patient’s decision. Several other shared decision-making frameworks and tools exist that 

can be employed6,7. As literature demonstrates that patients prefer taking an active role 

in decision-making8–10, a concept that remains true even with elderly patients with distal 

radius fractures8,10, we seek each patient’s participation in the decision-making process. We 

discuss the evidence behind various treatment options11 as well as other meaningful aspects 

of care – grip strength, radiographic alignment, cost, complication rate, immobilization 

time, cosmetic appearance, etc7. These attributes of care are discussed in the context of the 

patient’s values and preferences (e.g. if a patient strongly favors return to full grip strength, 

surgical fixation may be best aligned with their preferences, however it a patient prefers a 

lower cost option, non-operative treatment may be best aligned with their preferences).

For this particular patient, she highly valued a maximal return of grip strength and a 

shorter duration of immobilization. Despite her age, she was active and eager to return to 
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her athletic hobbies. The CPG that demonstrates strong evidence suggesting that operative 

treatment for ‘geriatric’ (or >65 years of age) patients does not lead to improved long-term 

patient reported outcomes as compared to non-operative treatment leaves flexibility and 

recognizes that age >65 serves as a proxy for functional demand. In applying this CPG to 

this patient, her functional demands place her more appropriately in the higher functional 

demand (<65 years of age) category.

Management:

In the pre-operative holding area, the patient underwent a regional anesthetic block12. The 

patient was taken to the operating room for an open reduction and internal fixation of 

her distal radius fracture. We utilized a standard FCR approach to visualize, reduce, and 

fix the fracture. We opted to utilize a volar locking plate as this would allow for earlier 

return to function. We utilized multiplanar fluoroscopic views to evaluate the reduction and 

confirm there were no intra-articular screws13–15. While some surgeons may advocate for 

concomitant arthroscopic-assisted reduction, this practice is not consistently supported by 

the evidence. Historically, dorsal approaches have been used for direct visualization of the 

distal radial articular surface for periarticular fracture management. Based on biomechanical 

studies suggesting the articular surface can be visualized volarly16,17, we employ the 

Volar Intraarticular Extended View (VIEW) approach (Figure 3). This involves creating 

a longitudinal incision between the short and long radiolunate ligaments which allows for 

a ‘window’ into the radiocarpal joint to evaluate and aid in articular reduction, confirm at 

risk fracture fragments are captured (e.g. the volar lunate facet), and confirm hardware is 

extraarticular.

Post-operative Management:

Post-operatively, the patient was placed in a removable wrist brace and digit range of motion 

was initiated. Upon discharge from the post-operative anesthesia care unit, the patient was 

given acetaminophen and naproxen to take on a scheduled basis for at least 3 days, and 20 

5mg tabs of Roxicodone on an as needed basis, and ondansetron.

The patient completed three-view wrist radiographs at two-weeks, three-months, and one-

year. Final radiographs are demonstrated in Figure 4. The patient demonstrated appropriate 

and improving range of motion and composite grip at each post-operative visit and, using a 

shared decision-making approach, the decision was made to conduct home exercises without 

supervised therapy.

Discussion:

This case illustrates the CPG recommendations for the management of acute, adult distal 

radius fractures. Regarding the treatment decision, the CPG recognizes that age serves as 

proxy for functional demand. In practice, while the CPG recommends that those patients 

with post-reduction radial shortening >3mm, dorsal tilt >10’, or intraarticular displacement 

or step off >2 mm who are <65 years of age are likely to benefit from surgical treatment 

and those >65 years of age are less likely to benefit from surgical treatment, this may 

not hold true when there is a discrepancy between a patient’s chronologic age and their 
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functional age. Although the literature demonstrates no differences in patient reported 

outcomes between surgical treatment and conservative treatment for those patients >65 years 

of age18, this evidence should be applied to and evaluated in the context of each patient. 

In our clinical practice, we have found that shared decision-making and decision aid tools 

assist in eliciting patient preferences, goals, and functional status which is then utilized to 

make a treatment decision with the patient that aligns with the above preferences, goals, and 

functional demands6,7,19.

As strong evidence suggests that no difference in radiographic or patient reported outcomes 

exist based on fixation technique for complete articular or unstable distal radius fractures 

(after three months), we advocate for the use of a fixation technique driven by the fracture 

pattern and patient characteristics. In the illustrated case, we felt a volar approach and 

volar locking plate would allow adequate visualization, capture, and neutralize forces as a 

fixed angle construct by transmitting forces from the distal fragments to the radial shaft. 

The volar locking plate fixation technique has been demonstrated to lead to earlier recover 

of function in the short term (three months), yet the volar locking plate is not a panacea 

for distal radius fractures and there may be fracture patterns or patient characteristics that 

warrant other fixation techniques20–25. For example, we employ a bridge plate when there 

is substantial metaphyseal comminution and/or evidence of a radiocarpal fracture dislocation 

that may be difficult to treat and stabilize with plates and screws alone25. We employ a 

fragment specific technique when fracture fragments are distal and/or cannot be captured by 

the screws available in a volar locking plate construct20,21. Dorsal approaches (inclusive of 

fragment specific techniques) are utilized when dorsal fragments are present that are likely 

to contribute to stability or appropriate articular reduction that cannot be adequately captured 

from a volar approach and fixation22,23. Given the higher complication rate of external 

fixation, we reserve this technique for cases in which soft tissue damage does not allow for 

internal fixation24.

We utilize arthroscopic assistance and supervised therapy on a case-by-case basis as the 

evidence does not strongly support the use of either practice. Multiplanar fluoroscopy 

and thoughtful screw and plate placement can be employed to evaluate for and prevent 

intra-articular and/or aberrant screw placement13,26,27. Additionally, one high quality, 

randomized controlled trial exists that evaluated the functional and radiographic outcomes 

after distal radius fractures treated with a volar locked plate randomized to fluoroscopically-

guided or arthroscopically-guided reduction28. This study demonstrated no difference in 

outcomes at 48 months between the cohorts. Lastly, while concomitant soft tissue injuries 

(e.g. scapholunate ligament) are reported with a high incidence29,30, no high quality 

studies support improved outcomes with arthroscopic visualization and treatment of such 

injuries. In fact, a 2021 study evaluating differences in outcomes between patients with a 

radiographically apparent SL ligament injury (scapholunate angle >70’) and those without 

(scapholunate angle <70’) demonstrated no difference in outcomes31. This supports the 

concept, that while these injuries may be present, evaluating them arthroscopically and/or 

addressing them via repair or reconstruction at the time of distal radius fracture treatment 

may not impact outcomes.
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We utilize supervised therapy on a case-by-case basis and employ a shared decision-making 

approach to this decision. As there is inconsistent evidence suggesting that there is no 

difference in outcomes between a home exercise program and supervised therapy, we 

evaluate the patient’s swelling, range of motion, ability to conduct activities at home along 

with the patient’s stated motivation and ability to go to and/or pay for supervised therapy. 

These care attributes are discussed in helping a patient make the decision if supervised 

or home therapy is the correct decision for them. Similar to other recommendations, the 

literature evaluates patient populations and does not necessarily account for the patient in 

front of you and while the spirit of this guideline is not meant to eliminate the use of 

supervised therapy after distal radius fractures, it instead serves to highlight that perhaps 

some subsets of patients may benefit from supervised hand therapy while others may not. In 

this particular case, the patient was motivated, working full time (and thus driving to therapy 

was difficult), had minimal swelling, and was making range of motion improvements on her 

own without the use of supervised therapy.

There is limited evidence to guide the frequency of follow-up radiographic imaging. One 

moderate quality study provides evidence that eliminating routine radiographs after one- and 

two-week follow-up radiographs results in no difference in patient reported outcomes but 

minimally significantly worse differences in range of motion as compared to those receiving 

radiographs at 1-, 2-, 6-, and 12-weeks post-injury32. As such, our practice as illustrated 

by this case is to obtain radiographs at 2 weeks, 3 months, and 1 year. Similar to prior 

recommendations, we advocate for a patient-centered approach and recommend discussing 

the risks and benefits of serial radiography with a patient as part of treatment.

The patient illustrated received a pre-operative single-shot regional block and multi-modal, 

opioid-sparing post-operative medications. There is little high-quality evidence to support 

and/or guide the use of multi-modal and opioid-sparing pain management techniques in the 

treatment of distal radius fractures. A recent randomized, controlled trial evaluated the use 

of an infra-clavicular block versus general anesthesia and demonstrated lower pain scores 

at 1, 2, 24, and 48 hours after surgery12. Morphine consumption in the post-operative 

anesthesia care unit was lower in the regional cohort, yet the oral analgesic consumption 

was similar between cohorts. Post-operative nausea and vomiting were also lower in the 

regional anesthesia cohort. Outside of the distal radius fracture literature, we rely upon the 

growing body of evidence as it relates to other musculoskeletal conditions to guide opioid 

stewardship and education33–36.

This case illustrates the real-time use of the AAOS and ASSH CPG for the management 

of acute, adult distal radius fractures. Further investigation is needed to 1) evaluate areas 

of inconsistent evidence (e.g. supervised therapy for adults with arthritis) to improve 

these recommendations in the future, 2) assess how this new CPG changes and improves 

the delivery of evidence-based care over time, and 3) understand how to employ tools 

and decision aids to utilize these recommendations in practice in accordance with patient 

preferences and values.

Kamal and Shapiro Page 5

J Am Acad Orthop Surg. Author manuscript; available in PMC 2023 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Acknowledgments

No grant support has been used in this report

References:

1. Chung KC, Spilson SV. The frequency and epidemiology of hand and forearm fractures in the 
United States. J Hand Surg Am. 2001;26(5):908–915. doi:10.1053/jhsu.2001.26322 [PubMed: 
11561245] 

2. Baron JA, Karagas M, Barrett J, et al. Basic epidemiology of fractures of the upper and lower limb 
among Americans over 65 years of age. Epidemiology. 1996;7(6):612–618. [PubMed: 8899387] 

3. Nellans KW, Kowalski E, Chung KC. The epidemiology of distal radius fractures. Hand Clin. 
2012;28(2):113–125. doi:10.1016/j.hcl.2012.02.001 [PubMed: 22554654] 

4. Shauver MJ, Clapham PJ, Chung KC. An Economic Analysis of Outcomes and Complications of 
Treating Distal Radius Fractures in the Elderly. The Journal of Hand Surgery. 2011;36(12):1912–
1918.e3. doi:10.1016/j.jhsa.2011.09.039 [PubMed: 22123045] 

5. The SHARE Approach: Shared Decisionmaking Tools and Training. Agency for 
Healthcare Research and Quality, Rockville, MD. https://www.ahrq.gov/evidencenow/tools/share-
approach.html. Accessed December 18 2020.

6. Wilson CD, Probe RA. Shared Decision-making in Orthopaedic Surgery. J Am Acad Orthop Surg. 
2020;28(23):e1032–e1041. doi:10.5435/JAAOS-D-20-00556 [PubMed: 32925380] 

7. Shapiro LM, Eppler SL, Baker LC, Harris AS, Gardner MJ, Kamal RN. The Usability and 
Feasibility of Conjoint Analysis to Elicit Preferences for Distal Radius Fractures in Patients 55 
Years and Older. J Hand Surg Am. 2019;44(10):846–852. doi:10.1016/j.jhsa.2019.07.010 [PubMed: 
31495523] 

8. Dardas AZ, Stockburger C, Boone S, An T, Calfee RP. Preferences for Shared Decision Making in 
Older Adult Patients With Orthopedic Hand Conditions. J Hand Surg Am. 2016;41(10):978–987. 
doi:10.1016/j.jhsa.2016.07.096 [PubMed: 27524694] 

9. Ende J, Kazis L, Ash A, Moskowitz MA. Measuring patients’ desire for autonomy: decision making 
and information-seeking preferences among medical patients. J Gen Intern Med. 1989;4(1):23–30. 
[PubMed: 2644407] 

10. Huetteman HE, Shauver MJ, Nasser JS, Chung KC. The Desired Role of Health Care Providers 
in Guiding Older Patients With Distal Radius Fractures: A Qualitative Analysis. J Hand Surg Am. 
Published online January 12, 2018. doi:10.1016/j.jhsa.2017.11.005

11. American Academy of Orthopaedic Surgeons. Management of Distal Radius Fractures Evidence-
Based Clinical Practice Guideline. www.aaos.org/drfcpg. Published December 5, 2020.

12. Wong SS, Chan WS, Fang C, et al. Infraclavicular nerve block reduces postoperative pain after 
distal radial fracture fixation: a randomized controlled trial. BMC Anesthesiol. 2020;20(1):130. 
doi:10.1186/s12871-020-01044-4 [PubMed: 32466746] 

13. Kamal RN, Leversedge F, Ruch DS, Mithani SK, Cotterell IHF, Richard MJ. The Sigmoid Notch 
View for Distal Radius Fractures. J Hand Surg Am. 2018;43(11):1038.e1–1038.e5. doi:10.1016/
j.jhsa.2018.03.016 [PubMed: 29680335] 

14. Ozer K, Wolf JM, Watkins B, Hak DJ. Comparison of 4 fluoroscopic views for dorsal cortex 
screw penetration after volar plating of the distal radius. J Hand Surg Am. 2012;37(5):963–967. 
doi:10.1016/j.jhsa.2012.02.026 [PubMed: 22480500] 

15. Soong M, Got C, Katarincic J, Akelman E. Fluoroscopic evaluation of intra-articular screw 
placement during locked volar plating of the distal radius: a cadaveric study. J Hand Surg Am. 
2008;33(10):1720–1723. doi:10.1016/j.jhsa.2008.07.021 [PubMed: 19084169] 

16. Suazo Gladwin LA, Douglass N, Behn AW, Thio T, Ruch DS, Kamal RN. Safety of Releasing 
the Volar Capsule During Open Treatment of Distal Radius Fractures: An Analysis of the 
Extrinsic Radiocarpal Ligaments’ Contribution to Radiocarpal Stability. J Hand Surg Am. 
2020;45(11):1089.e1–1089.e16. doi:10.1016/j.jhsa.2020.05.022 [PubMed: 32747049] 

17. Kamal RN, Ruch DS. Volar Capsular Release After Distal Radius Fractures. J Hand Surg Am. 
2017;42(12):1034.e1–1034.e6. doi:10.1016/j.jhsa.2017.08.002 [PubMed: 28917548] 

Kamal and Shapiro Page 6

J Am Acad Orthop Surg. Author manuscript; available in PMC 2023 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.ahrq.gov/evidencenow/tools/share-approach.html
https://www.ahrq.gov/evidencenow/tools/share-approach.html
http://www.aaos.org/drfcpg


18. Arora R, Lutz M, Deml C, Krappinger D, Haug L, Gabl M. A prospective randomized trial 
comparing nonoperative treatment with volar locking plate fixation for displaced and unstable 
distal radial fractures in patients sixty-five years of age and older. J Bone Joint Surg Am. 
2011;93(23):2146–2153. doi:10.2106/JBJS.J.01597 [PubMed: 22159849] 

19. Satteson ES, Roe AK, Eppler SL, Yao J, Shapiro LM, Kamal RN. Development and Testing 
of a Question Prompt List for Common Hand Conditions: An Exploratory Sequential Mixed-
Methods Study. J Hand Surg Am. 2020;45(11):1087.e1–1087.e10. doi:10.1016/j.jhsa.2020.05.015 
[PubMed: 32693988] 

20. Hozack BA, Tosti RJ. Fragment-Specific Fixation in Distal Radius Fractures. Curr Rev 
Musculoskelet Med. 2019;12(2):190–197. doi:10.1007/s12178-019-09538-6 [PubMed: 30835080] 

21. Fogel N, Shapiro LM, Roe A, Denduluri S, Richard MJ, Kamal RN. Outcomes of 
Supplementary Spring Wire Fixation With Volar Plating for Volar Lunate Facet Fragments in 
Distal Radius Fractures. Hand (N Y). Published online December 15, 2020:1558944720976404. 
doi:10.1177/1558944720976404 [PubMed: 33319593] 

22. Lutsky K, McKeon K, Goldfarb C, Boyer M. Dorsal fixation of intra-articular distal radius 
fractures using 2.4-mm locking plates. Tech Hand Up Extrem Surg. 2009;13(4):187–196. 
doi:10.1097/BTH.0b013e3181c15de2 [PubMed: 19956044] 

23. Via GG, Roebke AJ, Julka A. Dorsal Approach for Dorsal Impaction Distal Radius Fracture-
Visualization, Reduction, and Fixation Made Simple. J Orthop Trauma. 2020;34 Suppl 2:S15–S16. 
doi:10.1097/BOT.0000000000001829

24. Gou Q, Xiong X, Cao D, He Y, Li X. Volar locking plate versus external fixation for unstable 
distal radius fractures: a systematic review and meta-analysis based on randomized controlled 
trials. BMC Musculoskelet Disord. 2021;22(1):433. doi:10.1186/s12891-021-04312-7 [PubMed: 
33980198] 

25. Ruch DS, Papadonikolakis A. Volar versus dorsal plating in the management of intra-articular 
distal radius fractures. J Hand Surg Am. 2006;31(1):9–16. doi:10.1016/j.jhsa.2005.09.011 
[PubMed: 16443097] 

26. Wall LB, Brodt MD, Silva MJ, Boyer MI, Calfee RP. The effects of screw length on stability of 
simulated osteoporotic distal radius fractures fixed with volar locking plates. J Hand Surg Am. 
2012;37(3):446–453. doi:10.1016/j.jhsa.2011.12.013 [PubMed: 22305729] 

27. Hill BW, Shakir I, Cannada LK. Dorsal Screw Penetration With the Use of Volar Plating of 
Distal Radius Fractures: How Can You Best Detect? J Orthop Trauma. 2015;29(10):e408–413. 
doi:10.1097/BOT.0000000000000361 [PubMed: 26402306] 

28. Yamazaki H, Uchiyama S, Komatsu M, et al. Arthroscopic assistance does not improve the 
functional or radiographic outcome of unstable intra-articular distal radial fractures treated 
with a volar locking plate: a randomised controlled trial. Bone Joint J. 2015;97-B(7):957–962. 
doi:10.1302/0301-620X.97B7.35354 [PubMed: 26130352] 

29. Geissler WB, Freeland AE, Savoie FH, McIntyre LW, Whipple TL. Intracarpal soft-tissue lesions 
associated with an intra-articular fracture of the distal end of the radius. J Bone Joint Surg Am. 
1996;78(3):357–365. doi:10.2106/00004623-199603000-00006 [PubMed: 8613442] 

30. Mrkonjic A, Lindau T, Geijer M, Tägil M. Arthroscopically diagnosed scapholunate ligament 
injuries associated with distal radial fractures: a 13- to 15-year follow-up. J Hand Surg Am. 
2015;40(6):1077–1082. doi:10.1016/j.jhsa.2015.03.017 [PubMed: 25936737] 

31. Klifto KM, Hein RE, Klifto CS, Pidgeon TS, Richard MJ, Ruch DS. Outcomes Associated With 
Scapholunate Ligament Injury Following Intra-Articular Distal Radius Fractures. J Hand Surg Am. 
2021;46(4):309–318. doi:10.1016/j.jhsa.2020.12.005 [PubMed: 33526293] 

32. van Gerven P, El Moumni M, Zuidema WP, et al. Omitting Routine Radiography of Traumatic 
Distal Radial Fractures After Initial 2-Week Follow-up Does Not Affect Outcomes. J Bone Joint 
Surg Am. 2019;101(15):1342–1350. doi:10.2106/JBJS.18.01160 [PubMed: 31393424] 

33. Feng JE, Mahure SA, Waren DP, et al. Utilization of a Novel Opioid-Sparing Protocol in Primary 
Total Hip Arthroplasty Results in Reduced Opiate Consumption and Improved Functional Status. J 
Arthroplasty. 2020;35(6S):S231–S236. doi:10.1016/j.arth.2020.02.009 [PubMed: 32139187] 

Kamal and Shapiro Page 7

J Am Acad Orthop Surg. Author manuscript; available in PMC 2023 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



34. Yu S, Eftekhary N, Wiznia D, et al. Evolution of an Opioid Sparse Pain Management Program 
for Total Knee Arthroplasty With the Addition of Intravenous Acetaminophen. J Arthroplasty. 
2020;35(1):89–94. doi:10.1016/j.arth.2019.08.013 [PubMed: 31521446] 

35. Padilla JA, Gabor JA, Schwarzkopf R, Davidovitch RI. A Novel Opioid-Sparing Pain 
Management Protocol Following Total Hip Arthroplasty: Effects on Opioid Consumption, Pain 
Severity, and Patient-Reported Outcomes. J Arthroplasty. 2019;34(11):2669–2675. doi:10.1016/
j.arth.2019.06.038 [PubMed: 31311667] 

36. Ilyas AM, Chapman T, Zmistowski B, Sandrowski K, Graham J, Hammoud S. 
The Effect of Preoperative Opioid Education on Opioid Consumption After Outpatient 
Orthopedic Surgery: A Prospective Randomized Trial. Orthopedics. 2021;44(2):123–127. 
doi:10.3928/01477447-20210201-07 [PubMed: 33561870] 

Kamal and Shapiro Page 8

J Am Acad Orthop Surg. Author manuscript; available in PMC 2023 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 1. 
Injury radiographs demonstrating a comminuted, intra-articular distal radius. A) PA, B) 

oblique, and C) lateral views.
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Figure 2. 
Post-reduction and splint placement images demonstrating stable alignment with >3mm 

radial shortening and >2mm intra-articular displacement. A) PA, B) oblique, and C) lateral 

views.
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Figure 3. 
Intra-operative images demonstrating the Volar Intraarticular Extended View (VIEW) 

approach. A and B) intra-articular displacement visualized through a longitudinal split 

between the long and short radiolunate ligaments, C and D) intra-articular displacement is 

reduced, E) longitudinal split is sutured with non-absorbable suture.
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Figure 4. 
Final radiographs. A) PA and B) lateral views.
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