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Manipulation of distal ra dius fracture with bierôs block 

summary :  

Local Anaesthetic Toxicity Guidelines  

http://nuhnet/nuh_documents/Guidelines/Specialist 

Support/Anaesthesia/2345.pdf  
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Distal  radius  fractures are one of the most common presentations to 

our department , especially during the winter months.  Displaced 

fractures  require manipulation . National guidelines state this should 

be performed using a ñBierôs blockò or Intravenous Regional 

Anaesthesi a with fracture distraction using Chinese finger traps.  

The following is a guide on how to perform our method of 

manipulation.  

Indication  

Reduction of displaced wrist fractures, most commonly dorsally 

angulated  fracture patterns . 

 

Contraindications  

ü Sickle cell disease o r trait  

ü Raynaudôs phenomenon  

ü Severe hypertension  

ü Infection in the limb  

ü Peripheral vascular disease  

ü Uncooperative patient  

ü Allergy to local anaesthetic  

ü Lymphoedema/ previous mastectomy on affected side  

Risks  

ü Local anaesthetic toxicity, failure of procedure, need for 

repeat procedure, need for surgical intervention, non -union, 

mal -union, stiffness . 

Local anaesthetic  

ü 0.5% prilocaine ( 20ml 1% prilocaine , 20ml 0.9% normal 

saline )  
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Procedure  

1.  Patient welcomed to plaster room by doctor , nursing staff  and 

plaster technicians   

o Concise  history obtained ( nil contraindications to local 

anaesthetic or tourniquet use)  

2.  Blood pressure and pulse measured  and recorded in note s. 

3.  Obtain consent using consent form 1  

4.  Bilateral IV access. Ideally the venflon on the  injured side is 

distal to the fracture and must be distal to the torniquet. The 

venflon on the un - injured side is for administration of any 

emergency medicines.  

5.  Draw up 40ml 0.5% prilocaine into a 50ml syringe. This is 

made by diluting 20 ml 1% prilocaine  with  20ml normal 

saline . 
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6.  Double cuffed tourniquet applied to upper arm by plaster 

room staff with adequate padding.  

 

7.  Exsanguinate  the injured limb by elevation  for  30 -60s . 

8.  The proximal cuff is inflated to 100mmHg above the systolic 

blood pressure ( Record the time of inflation  in the operation 

note) . The function of the in flated c uff is to restrict the local 

anaesthetic to  the  injured  limb  ie. to keep  it out of the 

systemic circulation.  

9.  Stop before you block , confirmation by Doctor  of:  

o Desire d pressure shown on machine  

o The radial pulse is absent  

o The cuff is tight on the arm  

 

10.  Slow injection of the 40ml 0.5% prilocaine (record  time 

in note) over 1 -2 minutes. Remember to  warn the patient 

about a potential change in sensation to limb and the mottled 

appearance of the arm on giving the anaesthetic.  
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11.  Remove cannula from the injured arm ( remember to 

apply pressure at site  as the vein  tends to bleed)   

12.  Chinese finger traps applied by plaster room staff and 

secured with adhesive tape . 

 

13.  Limb hung from the drip stand and weight applied to 

arm  using 1 -5 sandbags as demonstrated in the picture 

above.  

14.  Allow time for fracture distraction (approx.  5-10min) . 

Check length restored by palpating radial styloid (it should be 

1cm more distal than the ulna styloid)   

15.  Plaster applied by plaster room staff while the arm is 

vertical  

16.  Remove the weights;  apply traction -counter - traction 

with three point fixation over your preferred knee  as shown in 

picture below .(Alternatively -  See A ppendix 1)  



Jackman  J, Ali H , Ng J, Marson BA, Deakin D  2018  

 

17.  Finger traps off, card around to X - ray specifying MUA 

UNDER  BIERôS BLOCK  

18.  Stay  with patient at all times throughout the 

procedure.   

19.  The cuff must be kept inflated for a minimum of 

20mins , if patient complains of pain at cuff site, this may be 

rotated ( distal cuff over anaesthetised arm inflated to max 

pressure, proximal cuff deflated to 100mmHg )  

20.  If satisfied with post reduction films  (see Appendix 1) , 

deflate cuff ( and  document time in notes)  

21.  Post manipulation plan -   

Plaster is split, patient given advice on elevation and plaster 

care,  follow up fracture clinic appointment booked.  

If you have any queries or concerns regarding the procedure ASK A 

QUESTION  -  the  plaster room staff have a wealth of experience.  
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Appendix 1  

1.  Alternative to over the knee technique.  

 If satisfactory three point fixation can be obtained 

either with the input of an assistant , this can be 

done . 

 

 

 

2.  Normal wrist alignment  

AP Xray -  Radial Inclination: 22 0 

& Radial Height: 12mm  

Lateral Xray -  Volar tilt:  11 -12 0 

 

 

 

3.  Examples of pre and post manipulation films.  
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