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clear failure in care exists, I’ll
advise the client to drop the
case.

• A plan for future treatment to
correct the problem exists, or
there isn’t a real cost to the
patient even if the problem isn’t
corrected. For example, a patient
with a total hip replacement
repeatedly dislocates the hip.
This is clearly a bad outcome,
but if the surgeon has a reason-
able plan for treatment, the case
is not worth pursuing.

Dr. Manner: What issues specific to

orthopaedic surgery, or to

orthopaedic surgeons, interest you?

Mr. Budashewitz: Orthopaedic
surgeons are frequently sued
because the procedures lend them-
selves to bad results; the cases are
complex and a lot can go wrong.
Even a good result can have signifi-
cant complications. Also, many

surgeries are performed on younger,
more active patients, so any loss or
residual deficit is significant.
Because many orthopaedic problems
are not life threatening, the patient
expects to return to sports or full
activity; anything less is unsatisfying
and often attributed to the doctor. A
bad result, however, can be very
disabling and costly.

The last issue is communication.
Orthopaedic surgeons are busy, see
a lot of patients, and often don’t do
the best job of explaining risk and
talking to the patient. Sometimes
plaintiffs are just angry and upset
and want to send a message that
the doctor didn’t seem to care.

Dr. Manner: What can orthopaedic

surgeons do to reduce their liability

risk, assuming that they practice

within the bounds of appropriate

care?

Mr. Budashewitz: Be clear about

the risks. For example, emphasize
the gravity of an orthopaedic
“infection.” Don’t let the patient
think it is similar to a strep throat
and can be treated with pills. An
orthopaedic infection, or a pros-
thetic infection, may mean loss of a
limb, and the patient needs to fully
understand that.

Don’t ignore or dismiss patient
complaints. If a patient calls with a
serious complaint, and you tell the
patient to go to the hospital right
away, document the conversation.
If the patient ignores your advice
and dies, you’re covered from a
legal viewpoint. If you don’t docu-
ment it in the chart, the plaintiff’s
attorney may have an airtight case
against you.

Dr. Manner: Any other points to

consider?

Mr. Budashewitz: Nothing makes
the plaintiff’s attorney’s job easier

than a defensive defendant. A
defendant who is calm, rational,
and looks like a good guy on the
stand or in a deposition is harder
to beat than a witness who’s
evasive, nasty, or acts like he or she
has something to hide. NOW
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fixation placement, graft place-
ment or fill, and assessing
stability. An inclined lateral view
(20º to 25º) can assess both
articular congruency and periar-
ticular screw placement to
ensure no fixation is intra-
articular. Although arthroscopy
is occasionally useful for treating
the intra-articular fracture,
swelling may result and compli-
cate the procedure if it is not
done at the appropriate time or
with great skill.

• Know your approach. A stan-
dard anterior approach to the
distal radius traverses the radial
aspect of the flexor carpi radialis
tendon sheath and proceeds
bluntly. The radial artery must
be protected and retracted on
the radial side, as must the
flexor palmaris longus and
finger flexors on the ulnar side.
The pronator quadratus is swept
ulnarly, exposing the distal
radius and enabling the surgeon
to view the distal radius and
fracture.

• Put the plate in the best place.
Generally, the best place for the
plate is centered on the radius,

hugging the volar surface.
Occasionally the plate will not
sit easily on the bone, but many
plate designs come with
nonlocking distal screws that
can be used to lag the distal
fragments back to the plate and
then be exchanged for locking
screws after additional fixation
is applied.

• Optimize the reduction.
Traction, fragment manipula-
tion, and proper help from an
experienced assistant can all be
helpful in obtaining a maximal
reduction. Temporary use of
Kirschner wires (K-wires) can be
helpful as well. Many modern
plates have jigs that screw into
the plate and distal fenestrations
that can be used as K-wire
guides to help temporarily stabi-
lize the fracture. This, along with
the lag screw technique
described above, can give you
the means necessary to obtain an
optimum reduction, with far
greater stability than earlier
methods.

• Maintain the reduction. Proper
screw placement, appropriate
screw length, and sufficient

screw numbers are all key in
maintaining reduction of the
fragment (Fig. 3). Screws into
the wrist joint will cause harm.
Using screws that are too long
can result in tendon and nerve

complications, while using
screws that are too short risks
loss of fixation and stability.
Using too few screws can
compromise stability and
increase the possibility of metal
fatigue. Use fluoroscopy to
determine whether the overall
reduction and stabilization is
satisfactory. If there is bone loss,
adjunctive use of graft materials
may be necessary; take the time
needed to make a repair if such
a void is present.

Postoperative Care
Postoperative immobilization of up
to 6 weeks is often indicated; if the
repair is very stable, however, earlier
movement can help avoid stiffness.
Therapy is also often indicated.
Maximum recovery can take a year
or longer. Obtain postoperative ra-
diographs at each of the first three
follow-up visits to ensure mainte-
nance of reduction and to confirm
healing at the 6-week mark. NOW
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Fig. 3 Final radiograph showing
reduction of fracture and joint
surface, with restoration of length,
tilt, and joint surface.
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