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Abstract
To compare the effects of open reduction and internal fixation (ORIF) on male patients
with distal radius fracture (DRF) combined with ulnar styloid process fracture of
different types (Hauck II and Hauck I). Male patients with DRF and associated ulnar
styloid process fractures who were treated at our hospital between March 2021 and
March 2022 were randomly assigned to a Hauck I type (Group A, n = 44 cases) and
Hauck II type (Group B, n = 44 cases). Both groups of patients underwent ORIF
procedures, with self-locking locking compression plates used during surgery, and their
surgical conditions (including time and bleeding volume), Visual Analog Scale (VAS)
scores, wrist joint functionality (assessed using the Mayo score and range of motion),
and quality of life scores were compared. At the last follow-up, Group A exhibited
significantly greater wrist joint range of motion and WHO-QOL-BREF (The World
Health Organization quality of life) scores compared to Group B (p < 0.05). However,
no statistically significant differences (p> 0.05) were observedwhen comparing surgical
conditions (time, bleeding volume), duration of hospital stay, fracture healing rates,
incidence of complications, VAS scores (1 day, 2 days, 3 days post-surgery) and Mayo
scores at the last follow-up between Group B and Group A. Male patients suffering from
distal radius fractures combined with ulnar styloid process fractures can benefit from
ORIF. Specifically, Hauck I patients demonstrate superior wrist joint mobility and a
higher quality of life compared to Hauck II patients.
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1. Introduction

Clinical statistics indicate that among patients with distal ra-
dius fractures (DRF), male patients account for most of the
cases [1, 2]. The common symptoms observed in patients with
these fractures include swelling, localized pressing pain and
reduced wrist joint mobility, with the common causes of DRF
comprising traffic accidents and falls [3]. Currently, the pri-
mary treatment for these patients is open reduction and internal
fixation (ORIF). Clinical studies have shown that distal radius
fractures often co-occur with ulnar styloid fractures [4, 5]. In
clinical practice, ORIF is the primary approach for treating
distal radius fractures. However, the therapeutic outcomes of
ORIFmay vary for patients with different types of ulnar styloid
fractures [6, 7]. Hauck has classified ulnar styloid fractures
into two distinct types based on the location of the fracture line
in relation to its attachment point to the triangular fibrocartilage
complex (TFCC). Type I denotes ulnar styloid tip fractures,
where the fracture line is distal to the TFCC attachment point,
while Type II corresponds to ulnar styloid base fractures, where

the fracture line may be proximal to the TFCC attachment
point. Herein, we designed this study to primarily perform a
comprehensive investigation into the impact of ORIF in male
patients with DRF exhibiting different ulnar styloid fracture
types (Hauck Type II and Hauck Type I) and systematically
assess the efficacy of various treatment modalities based on
comparative analyses of patients admitted to our hospital from
March 2021 to March 2022.

2. Material and methods

A total of 44 Hauck I (Group A) and 44 Hauck II (Group B)
cases were randomly selected from a cohort of male patients
with DRF combined with ulnar styloid process fractures who
were admitted to our hospital fromMarch 2021 toMarch 2022.
The study inclusion criteria were: (1) X-ray, CT (Computed

Tomography) and other imaging examination diagnosed distal
radius fracture combined with ulnar styloid fracture; (2) fit
for open reduction and internal fixation surgery; (3) could
cooperate and accepted the proposed surgical procedures; (4)
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were fixedwith self-locking locking compression plates during
the surgery (1 piece). Patients who had severe infections or
malignant tumors, coagulation disorders andmultiple fractures
were excluded from this study.
The baseline characteristics of the patients are shown in

Table 1.

2.1 Methods
During the ORIF procedure, anesthesia was administered
through a brachial plexus block. The Henry approach
was followed from the palmar aspect, which involved the
mobilization of the flexor carpi radialis from the rasceta to
the proximal radius towards the ulnar side. The pronator
quadratus was dissected to expose the fracture site and enable
its realignment. To temporarily stabilize the fractured end
of the radius, we utilized a Kirschner wire. Subsequently,
we employed a C-arm X-ray machine to assess the adequacy
of the realignment, following which the fractured end was
secured with a locking compression plate and screws. The
closed or open reduction of the ulnar styloid fracture was
also monitored using the X-ray machine. Once satisfactory
alignment was achieved, the ulnar styloid fracture was fixed
in place using Kirschner wires.
Postoperatively, nursing staff were responsible for changing

medications every 2–3 days and monitoring the condition of
the incision and the surrounding skin. The patients were sched-
uled for wrist joint evaluations in the anteroposterior position
on the 1st day post-surgery, as well as at 1 month, 3 months
and 1 year following the procedure. Under the guidance of
a physician, the patients initiated passive wrist joint flexion
and extension exercises 3 days post-surgery, progressing to
active flexion and extension exercises 2 to 3 weeks after the
procedure, which aimed to prevent joint stiffness and promote
the absorption of any residual lumps.

2.2 Indexes
Surgical conditions, including operative duration and bleeding
volume (assessed by blood absorbed on gauze), were docu-
mented. Additionally, the length of hospital stay (LOS) was
recorded. The fracture healing rate was calculated, defined
as the absence of a discernible fracture line on X-ray films 9
months post-surgery, with the formula: Fracture healing rate
= (number of patients with fracture healing/total number of
cases) × 100%.
The incidences of postoperative complications, such as in-

cisional infections and loosening of internal fixation, were
recorded. The assessment of internal fixation loosening in-
volved weight-bearing X-ray examinations to determine if
there was substantial displacement (>5 mm) at the fracture site
and the incidence rates of these complications were calculated.
Patient pain levels were assessed using the Visual Analogue

Scale (VAS), where higher scores denoted lower pain levels.
Patients’ recovery from wrist fractures was assessed using

the Mayo scale, which comprised five items, namely pain,
wrist joint mobility, grip strength and daily activity perfor-
mance. Each item was scored on a 25-point scale, with higher
scores indicating better recovery.
Wrist joint mobility was evaluated from six different angles:

palmar flexion, dorsiflexion, ulnar deviation, radial deviation,
pronation and supination. The measurement protocol involved
patients being in a relaxed state with the joint in a neutral
position, and the range of joint motion was measured using
a protractor or ruler. These procedures were conducted five
times, and the average value was recorded. Objectivity and
professionalism were maintained throughout the measurement
process for data reliability.
The WHO-QOL-BREF scale was used to assess the quality

of life of patients both before the operation and at the last
follow-up. All patients were followed up for an average of
17 months (range, 12 to 24 months after surgery). This scale
comprised four items: physical condition, mental condition,
environmental condition, and social relationships. Each item
was rated on a scale of 100 points, with higher scores indicative
of a higher quality of life.

2.3 Statistics
Statistical analyses were conducted using the SPSS software
version 20.0 (Statistical Package for Social Sciences, IBM
(International Business Machine), Armonk, NY, America).
Measurement data are expressed as mean± standard deviation
(±s), and categorical data are presented as percentages (%).
The t-test and chi-square (χ2) test were used for the analysis
of continuous and categorical data, respectively. Significance
was determined at p < 0.05.

3. Results

3.1 Comparison of surgical conditions, LOS
and healing rate of fracture
In Group B, the surgical duration for patients averaged 58.62
± 6.94 minutes, with a recorded bleeding volume of 141.59±
36.23 milliliters. The mean LOS was 16.98 ± 3.25 days, and
the fracture healing rate was 93.18%. The detailed comparison
between Group B and Group A is presented in Table 2.

3.2 Comparison of postoperative
complication incidence
The incidence of complications in Group B was significantly
lower, at 6.82%, compared to the 9.09% observed in Group
A. Statistical analysis (χ2 = 1.047, p = 0.306) confirmed these
findings. Further information is shown in Table 3.

3.3 Comparison of VAS scores
In Group B, the VAS scores recorded at 1 day, 2 days and 3
days after the operation were 3.52 ± 0.84, 2.84 ± 0.72 and
2.13 ± 0.67, respectively. The detailed comparisons between
the investigated groups are shown in Table 4.

3.4 Comparison of Mayo scores
Analysis of the Mayo scores between the two groups showed
that both groups exhibited significantly higher Mayo scores on
the last follow-up compared to their preoperative scores (p <

0.05). Notably, in Group B, the Mayo scores for pain (21.15±
2.56), wrist joint mobility (21.23± 2.84), grip strength (21.45
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TABLE 1. Comparison of basic information (n (%), (x̄± s)).

Baseline characteristics Group A
(n = 44)

Group B
(n = 44) t/χ2 p

Position

Left 18 20
0.185 0.666

Right 26 24

ASA stages

Grade II 32 31
0.055 0.813

Grade III 12 13

Causes of injury

Falls 18 21 0.414 0.519

Traffic accident 17 15 0.196 0.657

Fall from high 5 3 0.550 0.458

Exercise 4 5 0.123 0.724

Age 59.11 ± 10.42 59.61 ± 10.68 0.222 0.825

Interval between injury and operation 12.64 ± 3.24 12.14 ± 3.37 0.710 0.480

Weight (kg) 68.59 ± 5.72 68.23 ± 5.67 0.296 0.767

Average length of education (yr) 10.82 ± 3.51 10.57 ± 3.37 0.340 0.734

Radius shortened length (mm) 6.39 ± 2.21 6.28 ± 2.37 0.225 0.822

TABLE 2. Comparison of surgical conditions, LOS and healing rate of fracture (x̄± s, n).
Variables Number Surgical time

(min)
Intraoperative bleeding

volume (mL)
Length of stay (d) Healing rate of

fracture (%)

Group A 44 58.34 ± 6.39 15.11 ± 0.62 12.71 ± 1.05 43 (97.73)

Group B 44 58.62 ± 6.94 15.20 ± 0.63 12.98 ± 1.05 41 (93.18)

t/χ2 - 0.196 0.675 1.195 1.047

p - 0.844 0.501 0.236 0.306

TABLE 3. Comparison of complication incidence between the investigated groups (n (%)).

Variables Number Infection of incision Loosening of internal fixation Incidence

Group A 44 2 (4.55) 2 (4.55) 4 (9.09)

Group B 44 2 (4.55) 1 (2.27) 3 (6.82)

χ2 - - 1.047

p - - 0.306

TABLE 4. Comparison of VAS scores (n (%)).
Variables Number 1 day after operation 2 days after operation 3 days after operation

Group A 44 3.59 ± 0.87 2.80 ± 0.73 2.18 ± 0.69

Group B 44 3.52 ± 0.84 2.84 ± 0.68 2.11 ± 0.65

χ2 - 0.383 0.266 0.490

p - 0.702 0.791 0.626
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± 2.21) and ability to perform daily activities (21.52 ± 2.18)
were all significantly higher than those in Group A (p< 0.05).
Further details are shown in Table 5.

3.5 Comparison of mobility of wrist joint
At the last follow-up, the measurements for wrist joint mobility
in Group A were as follows: palmar flexion: 13.82 ± 1.95◦,
dorsiflexion: 56.85 ± 6.98◦, ulnar deviation: 21.68 ± 2.84◦,
radial deviation: 22.39± 2.61◦, pronation: 84.61± 7.62◦, and
supination: 81.85 ± 9.25◦, which were all higher than those
observed in Group B (Table 6).

3.6 Comparison of WHO-QOL-BREF scores
At the last follow-up, the WHO-QOL-BREF scores in both
groups significantly exceeded their preoperative scores (p <

0.05). Specifically, during the last follow-up, the WHO-QOL-
BREF scores in Group A, encompassing physical condition
(86.19 ± 4.23), mental condition (86.58 ± 3.94), environ-
mental condition (86.36± 4.52) and social relationship (86.45
± 3.54), were all significantly higher than those recorded in
Group B (p < 0.05). Additional details are shown in Table 7.

4. Discussions

In clinical practice, a significant proportion of fracture cases
occur at the upper extremity fractures, with a predominance
observed in male patients [8, 9]. Among these fractures,
DRF is particularly common and can have detrimental effects
on wrist functions. Fractures often result in reduced palmar
inclination and ulnar deviation, which are key anatomical
changes contributing to wrist joint dysfunction and a subse-
quent negative impact on patients’ quality of life [10]. Cur-
rently, ORIF is widely used to treat DRF [11, 12]. Clinical
studies have shown that early implementation of ORIF in
DRF patients can accelerate patient recovery from fracture, as
well as the restoration of normal physiological wrist functions
[13, 14]. However, when DRF coexists with other fractures,
such as ulnar styloid process fractures, patients may experience
additional symptoms, including distal ulnar joint dislocation
and ligament injuries [15, 16]. The ulnar styloid process plays
a crucial role in maintaining the stability of the ulnar radioulnar
joint, and if a fracture occurs in this region, it can lead to
instability, further exacerbating the severity of wrist injuries
[17–19].
In recent years, an increasing number of clinical studies

focusing on DRF have revealed that the efficacy of ORIF is
significantly influenced by the type of ulnar styloid fracture
[20, 21]. Therefore, this study investigated the outcomes of
ORIF in male patients with different DRF types, specifically
Hauck II and Hauck I fractures. The results indicated no
statistically significant differences between male patients with
Hauck I DRF and those with Hauck II DRF following ORIF
treatment in various parameters, including surgical conditions
(time, bleeding volume), LOS in hospital, healing rate of
fracture, complication incidence, VAS scores (1 day, 2 days,
3 days after operation), Mayo scores on the last follow-up (p
> 0.05). Patients with Hauck I and Hauck II fractures who
underwent ORIF treatment exhibited no significant differences

in surgical conditions, postoperative complications or post-
operative pain, demonstrating comparable recovery outcomes
[22]. This similarity in outcomes might have been attributed
to the use of self-locking locking compression plates in both
groups, along with screws employed to secure these plates,
which enhances stability, achieves optimal fixation, minimizes
the risk of internal fixation loosening, enhances fracture end
fixation and effectively contributes to the overall recovery
process [23, 24].
This study results revealed that during the last follow-up,

patients in Group A exhibited significantly better wrist joint
mobility compared to Group B, with higher values for palmar
flexion (13.82 ± 1.95), dorsiflexion (56.85 ± 6.98), ulnar
deviation (21.68 ± 2.84), radial deviation (22.39 ± 2.61),
pronation (84.61 ± 7.62), and supination (81.85 ± 9.25) (p
< 0.05), which have contributed to male patients with DRF
who underwent ORIF experiencing substantial improvements
in wrist joint mobility (p< 0.05). Notably, patients with Hauck
I fractures were found to have greater improvements compared
to those with Hauck II fractures, and this discrepancy can be
attributed to the location of the fractures [25, 26] as Hauck II
fractures, occurring near the triangular fibrocartilage complex
of the ulnar joint, led to severe damage to the structure, re-
sulting in reduced ulnar joint stability and challenging fracture
recovery. Comparatively, Hauck I fractures, located farther
from the triangular fibrocartilage complex, caused less struc-
tural damage and had amilder impact on ulnar stability. Conse-
quently, these fractures had a lesser effect on the stability of the
ulnar joint itself, leading to superior post-surgery restoration of
wrist joint mobility [27, 28].
Moreover, it is worth highlighting that patients with Hauck

I fractures exhibited significantly better quality of life during
the last follow-up compared to those with Hauck II fractures
(p < 0.05). Although all DRF patients experienced enhanced
quality of life following ORIF, those with Hauck I fractures
demonstrated a more substantial improvement, which can be
attributed to their superior post-surgery recovery of wrist func-
tions and mobility, leading to fewer disruptions in their daily
lives [16, 29, 30].

5. Conclusions

In conclusion, among male patients who underwent ORIF for
both distal radius and ulnar styloid process fractures, those
with Hauck I fractures showed improved wrist joint functions
and a higher quality of life compared to those with Hauck II
fractures. Nevertheless, it is also important to recognize the
study’s limitations, such as the high proportion of male patients
and the relatively short follow-up period. Thus, it would
be advisable to include a more diverse patient population
and extend the study duration in future studies to yield more
comprehensive and scientifically robust findings, which could
help strategize more effective treatment approaches to improve
patient outcomes.

AVAILABILITY OF DATA AND MATERIALS

The authors declare that all data supporting the findings of this
study are available within the paper and any raw data can be
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TABLE 5. Comparison of Mayo scores (x̄± s).

Indicators Time Group A
(n = 44)

Group B
(n = 44) t p

Pain
Before operation 13.43 ± 3.12 13.52 ± 3.06 0.136 0.891
Last follow-up 20.83 ± 1.84 21.15 ± 2.56 0.673 0.502
t 13.551 12.685 - -
p value p < 0.001 p < 0.001 - -

Mobility of wrist joint
Before operation 13.64 ± 3.52 13.38 ± 3.64 0.340 0.734
Last follow-up 20.35 ± 2.81 21.23 ± 2.84 1.461 0.147
t 9.882 11.278 - -
p value p < 0.001 p < 0.001 - -

Grip strength
Before operation 13.12 ± 3.16 13.43 ± 3.23 0.455 0.650
Last follow-up 20.68 ± 2.31 21.45 ± 2.21 1.597 0.113
t 12.811 13.592 - -
p value p < 0.001 p < 0.001 - -

Ability in daily activities
Before operation 13.45 ± 3.26 13.21 ± 3.18 0.349 0.727
Last follow-up 20.83 ± 2.24 21.52 ± 2.18 1.464 0.146
t 12.376 14.297 - -
p value p < 0.001 p < 0.001 - -

TABLE 6. Comparison of mobility of wrist joint (x̄± s (◦)).
Group Number Palmar flexion Dorsiflexion Ulnar deviation Radial deviation Pronation Supination
Group A 44 13.82 ± 1.95 56.85 ± 6.98 21.68 ± 2.84 22.39 ± 2.61 84.61 ± 7.62 81.85 ± 9.25
Group B 44 11.91 ± 1.62 53.54 ± 6.15 18.82 ± 2.36 20.91 ± 2.15 81.35 ± 7.21 77.89 ± 9.34
t - 4.997 2.360 5.137 2.903 2.061 1.998
p - p < 0.001 0.020 p < 0.001 0.004 0.042 0.048

TABLE 7. Comparison of WHO-QOL-BREF scores (x̄± s).

Indicators Time Group A
(n = 44)

Group B
(n = 44) t p

Physical condition
Before operation 69.37 ± 3.31 69.64 ± 3.57 0.367 0.713
Last follow-up 86.19 ± 4.23 78.64 ± 3.56 9.058 p < 0.001
t 20.772 11.841 - -
p value p < 0.001 p < 0.001 - -

Mental condition
Before operation 69.43 ± 3.26 69.72 ± 3.41 0.407 0.684
Last follow-up 86.58 ± 3.94 79.59 ± 3.39 8.920 p < 0.001
t 22.245 13.615 - -
p value p < 0.001 p < 0.001 - -

Environmental condition
Before operation 69.83 ± 3.34 69.86 ± 3.41 0.041 0.966
Last follow-up 86.36 ± 4.52 78.69 ± 3.24 9.148 p < 0.001
t 19.509 12.451 - -
p value p < 0.001 p < 0.001 - -

Social relationship
Before operation 69.57 ± 3.69 69.68 ± 3.71 0.139 0.889
Last follow-up 86.45 ± 3.54 79.14 ± 3.67 9.509 p < 0.001
t 21.896 12.024 - -
p value p < 0.001 p < 0.001 - -



85

obtained from the corresponding author upon request.

AUTHOR CONTRIBUTIONS

MZ and TM—designed the study and carried them out; MZ,
BH and TM—supervised the data collection, analyzed the data,
interpreted the data, prepared the manuscript for publication
and reviewed the draft of the manuscript. All authors have
read and approved the manuscript.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

Ethical approval was obtained from the Ethics Committee
of The First Affiliated Hospital of Wannan Medical College
(Yijishan Hospital) (Approval no. 2019-01). Written informed
consent was obtained from a legally authorized representative
for anonymized patient information to be published in this
article.

ACKNOWLEDGMENT

Not applicable.

FUNDING

This research was funded by Key Project of Natural Science
Research in Anhui University (Grant No. KJ2021A0822).

CONFLICT OF INTEREST

The authors declare no conflict of interest.

REFERENCES
[1] Bu G, Wei W, Li J, Yang T, Li M. Open reduction through original

fracture line and fixation with locking plate is a feasible approach for
extra-articular distal radius fracture malunion. Joint Diseases and Related
Surgery. 2022; 33: 489–495.

[2] Wang R, Wu L, Wang Y, Fan M, Wang Y, Ning B, et al. Limited open
reduction and transepiphyseal intramedullary kirschner wire fixation for
treatment of irreducible distal radius diaphyseal metaphyseal junction
fracture in older children. Frontiers in Pediatrics. 2022; 10: 871044.

[3] Jeantet QWA, Coveney EI, O’Daly BJ. Saving time in the fracture clinic:
2 weeks post-operative plain films following open reduction and internal
fixation of distal radius fractures do not affect management. Irish Journal
of Medical Science. 2021; 190: 1041–1044.

[4] Toemen A, Collocott S, Heiss-Dunlop W. Short term outcomes following
open reduction internal fixation surgery for a distal radius fracture: 2
week versus 4 week immobilization. A retrospective analysis. Geriatric
Orthopaedic Surgery & Rehabilitation. 2021; 12: 21514593211004528.

[5] Tu TY, Hsu CY, Lin PC, Chen CY. Wide-awake local anesthesia with
no tourniquet versus general anesthesia for the plating of distal radius
fracture: a systematic review and meta-analysis. Frontiers in Surgery.
2022; 9: 922135.

[6] Silva HLND, Tanaka GO, Pinheiro TB, Abdouni YA. Prevalence of
neuropathic pain in patients with fracture of the distal extremity of the
radius treated with volar locking plate. Revista Brasileira de Ortopedia.
2022; 57: 924–929.

[7] Yuan SP, Zhang XP, Sun Y, Wei X. Meta-analysis of external fixator
and open reduction and internal fixation for the treatment of distal radius

fracture. China Journal of Orthopaedics and Traumatology. 2021; 34:
429–437. (In Chinese)

[8] Boretto JG, Altube G, Petrucelli E, Zaidenberg EE, Gallucci GL, De Carli
P. Dorsal plating for specific fracture pattern of the distal radius. The
Journal of Hand Surgery. 2021; 26: 502–512.

[9] Fang K, Lin X, Liu X, Ke Q, Shi S, Dai Z. Do we need to suture
the pronator quadratus muscle when we do open reduction and internal
fixation for fracture of the distal radius. BMCMusculoskeletal Disorders.
2020; 21: 453.

[10] Li T, Sun Z, ZhouY, SunW,Wang P, Cai X, et al. Perioperative protocol of
ankle fracture and distal radius fracture based on enhanced recovery after
surgery program: a multicenter prospective clinical controlled study. Pain
Research and Management. 2022; 2022: 3458056.

[11] Dukan R, Krief E, Nizard R. Distal radius fracture volar locking plate
osteosynthesis using wide-awake local anaesthesia. The Journal of Hand
Surgery. 2020; 45: 857–863.

[12] Palola V, Ponkilainen V, Huttunen T, Launonen A,Mattila VM. Incidence
for volar locking plate removal following distal radius fracture surgery.
Archives of Orthopaedic and Trauma Surgery. 2021; 141: 1297–1302.

[13] Gulbrandsen MT, Putnam JG, Watson JT, McKee MD. Irreducible volar
DRUJ dislocation with distal radius fracture dislocation. Journal of Wrist
Surgery. 2020; 9: 156–159.

[14] Wu B, Kang ZY, Wei SK, Xiong TL. Comparison of functional recovery
of distal radius fracture by suture of pronator muscle through modified
Henry approach. China Journal of Orthopaedics and Traumatology. 2022;
35: 49–53. (In Chinese)

[15] Rauer T, Pape H, Gamble JG, Vitale N, Halvachizadeh S, Allemann
F. Transitional fracture of the distal radius: a rare injury in adolescent
athletes. Case series and literature review. European Journal of Medical
Research. 2020; 25: 21.

[16] Torre G, Avvedimento S, Guastafierro A, Faenza M, Pieretti G, Cuomo
R, et al. Brachial plexus block versus wide-awake local anaesthesia
for open reduction internal fixation surgery in distal radius fracture: a
preliminary retrospective report. Journal of Plastic, Reconstructive &
Aesthetic Surgery. 2021; 74: 2776–2820.

[17] Elmahdi A, Elsayed H, Paniker J. Rare complication of open reduction
and internal fixation of fracture distal radius: a case report of distal
radioulnar synostosis. Trauma Case Reports. 2022; 41: 100682.

[18] Gordon AM, Ashraf AM, Magruder ML, Conway CA, Sheth BK,
Choueka J. Resident and fellow participation does not affect short-term
postoperative complications after distal radius fracture fixation. Journal
of Wrist Surgery. 2022; 11: 433–440.

[19] Sander AL, Leiblein M, Sommer K, Marzi I, Schneidmüller D, Frank J.
Epidemiology and treatment of distal radius fractures: current concept
based on fracture severity and not on age. European Journal of Trauma
and Emergency Surgery. 2020; 46: 585–590.

[20] Fan J, Zhang X, Ji J, Yao Y, Li S, Yuan F, et al. Fixation of distal
radius fracture with volar locking palmar plates while preserving pronator
quadratus through the minimally invasive approach. Technology and
Health Care. 2021; 29: 167–174.

[21] Via GG, Roebke AJ, Julka A. Dorsal approach for dorsal impaction
distal radius fracture—visualization, reduction, and fixationmade simple.
Journal of Orthopaedic Trauma. 2020; 34: S15–S16.

[22] Sahin MS, Gokkus K, Sargin MB. Ulnar nerve and ulnar artery injury
caused by comminuted distal radius fracture. Journal of Orthopaedic Case
Reports. 2020; 10: 25–30.

[23] Chang Y, Kuan F, Su W, Hsu K. Isolated palmar dislocation of the
trapezoid associated with distal radius fracture in a patient with major
trauma: a case report and literature review. Trauma Case Reports. 2021;
32: 100403.

[24] Wang G, Bai X. Barton fracture of the distal radius in pregnancy and
lactation-associated osteoporosis: a case report and literature review.
International Journal of General Medicine. 2020; 13: 1043–1049.

[25] Kızılay YO, Turan K. Acute bilateral extensor pollicis longus tendon
rupture following bilateral displaced distal radius fracture: a case report.
Acta Orthopaedica et Traumatologica Turcica. 2023; 57: 46–49.

[26] Šebesta P, Tlustý Z. Die-punch fracture of the scaphoid fossa of the distal
radius. Acta Chirurgiae Orthopaedicae Et Traumatologiae Cechoslovaca.
2021; 88: 379–381.

[27] Heifner JJ, Halpern AL, Wahood M, Mercer DM, Orbay JL. Acute on



86

chronic distal radius fracture: a case series and technique description.
Journal of Hand Surgery Global Online. 2022; 4: 328–331.

[28] Wasiak M, Ciszek M, Babiak I, Wasilewski P, Łęgosz P, Kieroński B, et
al. An aggressive course of pyoderma gangrenosum mimicking bacterial
osteomyelitis after open reduction and internal fixation of a distal radius
fracture with a titanium plate. Rheumatology. 2022; 60: 292–302.

[29] Bhashyam AR, Kao DS. Surgical technique for concurrent endoscopic
carpal tunnel release and distal radius fracture fixation using the flexor
carpi radialis approach: a case series. Journal of Hand Surgery Global
Online. 2022; 4: 166–171.

[30] Quan T, Chen FR, Recarey M, Mathur A, Pollard T, Gu A, et al.

Chronic obstructive pulmonary disease is an independent risk factor for
postoperative complications following operative treatment of distal radius
fracture. European Journal of Orthopaedic Surgery & Traumatology.
2022; 32: 945–951.

How to cite this article: Min Zhang, Bin Hu, Tao Ma. Compari-
son of clinical efficacy of open reduction and internal fixation for
different types of male distal radius fractures. Journal of Men’s
Health. 2023; 19(12): 80-86. doi: 10.22514/jomh.2023.133.


	Introduction
	Material and methods
	Methods
	Indexes
	Statistics

	Results
	Comparison of surgical conditions, LOS and healing rate of fracture
	Comparison of postoperative complication incidence
	Comparison of VAS scores
	Comparison of Mayo scores
	Comparison of mobility of wrist joint
	Comparison of WHO-QOL-BREF scores

	Discussions
	Conclusions

