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Future Studies

Pediatric patients presenting to the emergency department with ICD 9 codes corresponding to
distal radius fractures were identified. Patients with both bone fractures were excluded from the
study. One-hundred and twenty-five patients met the exclusion criteria. Demographic information
was collected for all patients including age, sex, race, insurance status, injury mechanism, treatment
provided, fracture type, and co-morbid diagnoses. Patients were stratified into three age groups: 0-4
years, 5-8 years, and 9-12 years. Significance of categorical variables between groups was
determined using chi squared analysis.

• Over half of patients in the study were male (57.6%).

• The most frequent age group was 9-12 years of age (49.6%) followed by 5-8 years (34.4%) and
0-4 years (16.0%).

• The majority of the patients were Caucasian (66.4%) while the remaining population were
African American (25.6%), Hispanic (6.40%), and other (2.0%).

• Eight percent of patients had a psychiatric/developmental disorder (ADD, ADHD, ODD, MDD).

• The majority of patients had private insurance (54.4%) while (31.2%) had Medicaid, and (7.2%)
were uninsured.

• The most common mechanism of injury was fall (89.6%) followed by MVA (4.8%) and blunt
force trauma (4.8%).

• 49.6% of fractures were displaced, (12.0%) were non-displaced, and (38.4%) were buckle
fractures.

• Displaced fractures were found to be more frequent in African American patients (59.4%) than
Caucasian patients (44.6%).

• The majority of patients (57.6%) were treated with splinting while the remaining patients
(42.4%) were treated with closed reduction and casting (CRC).

• Within the CRC group, 11% required further percutaneous pinning.

Studies have suggested that pediatric distal radius fractures in the obese
population may require more intensive initial treatment strategies such as
percutaneous pinning under anesthesia [5]. We intend to complete a cost benefit
analysis of using percutaneous pinning versus traditional closed reduction and
casting for the treatment of displaced distal radius fractures in an obese population.
Additionally, we plan to investigate the total cost of treating distal radius fractures
in the obese population compared to their aged matched normal weight peers using
conservative fracture management protocols.

Pediatric distal radius fractures are most commonly found in Caucasian males
between the ages of 9 and 12 with private insurance. The most common
mechanism was fall on the playground or at a sports related activity. Most of
these fractures are displaced and do not involve the growth plate, requiring
only conservative management (CRC or splinting). Due to the retrospective
nature of this study, the precise setting and variables involved in these injuries
will remain unknown. However, further investigation may provide insight into
additional safety measures in order to decrease the occurrence of these
injuries.
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Distal radius fractures comprise between 20-35% of all pediatric fractures and have been increasing
in prevalence over the past 40 years [1, 2]. These fractures occur at a higher frequency in males and the
peak incidence occurs during early adolescence (10 years of age) [3]. Management protocols of distal
radius fractures in the pediatric population are highly debated, depending on multiple variables
including degree of angulation and malrotation, displacement, and extent of soft tissue injury.
Currently, most cases are treated with closed reduction and casting while those with excessive
angulation, late presentation, or with significant soft tissue damage are treated operatively [1]. Recent
literature suggests no need for closed reduction in a child less than 8 years old lacking risk factors for
redisplacement with no rotational displacement, signs of neurovascular compromise, or open fractures.
Many younger patients, even in the presence of malalignment will remodel with little to no cosmetic
impairment or loss of function [4]. The purpose of this retrospective chart review was to characterize
the trends found in pediatric patients presenting to a single a Level 1 Metropolitan Emergency
Department with distal radius injuries. The data obtained will help guide residency education, resource
management, and community based preventative measures.
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