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Successful Management of Atypical Bilateral Galeazzi Fractures with
Unique Dorsal Displacement: A Case Report

Warid Altaf', Amit Chaudhari’, Parag Sancheti'

Learning Point of the Article:
This rare case of bilateral Galeazzi fractures with dorsal displacement, unclassified by the Walsh system, was successfully managed with
ORIF using LCDCP. Spontaneous DRU] realignment and early mobilization led to excellent 1-year functional outcomes.

Introduction: This case report presents an exceptionally rare occurrence of bilateral Galeazzi fractures with dorsal displacement of both distal
radius fragments and the distal ulna in a 39-year-old male following a high-impact motorcycle accident. This specific injury configuration, which
has not been categorized within the Walsh system, was effectively managed through open reduction and internal fixation utilizing limited contact
dynamic compression plates.

Case Report: Fracture reduction was achieved using a bilateral Henry’s approach, which resulted in spontaneous realignment of the distal
radioulnarjoints without requiring supplementary stabilization. Intraoperative stability was evaluated using the piano key test, and post-operative
immobilization with above-elbow back slabs supported optimal recovery.

Conclusion: At the 1-year follow-up, the patient demonstrated full functional recovery, including complete forearm range of motion and
excellent grip strength. This case emphasizes the importance of prompt surgical management, precise anatomical realignment, and individualized
intraoperative assessment in treating complex and rare bilateral forearm fractures. It also highlights the potential for excellent recovery outcomes
with earlyand accurate intervention.

Keywords: Bilateral Galeazzi fractures, dorsal displacement, rare, open reduction internal fixation, limited contact dynamic compression plate,
functional recovery.

Introduction Due to the complex anatomy of the DRU]J, Galeazzi fractures can

A Galeazzi fracture is characterized by a fracture of the distal third be overlooked, particularly in cases where joint disruption is

of the radius accompanied by either dislocation or subluxation of subtle [10]. Precise anatomical restoration of both the radius and

the distal radioulnar joint (DRUJ) [1-4]. While uncommon, DRUJis crucial to regaining normal forearm function. In adults,

these injuries represent approximately 3% of forearm fractures in non-surgical treatment has led to unsatisfactory outcomes in up

children and up to 7% in adults [$]. First described by Sir Ashley t080% of cases, reinforcing the necessity of surgical management

Cooper in 1833, Riccardo Galeazzi later reported 18 cases in [6]. This report outlines a rare instance of bilateral Galeazzi

1934 [4]. These fractures typically occur due to high-energy fractures with dorsal displacement of both the distal radius and

trauma, such as motor vehicle accidents or falls, where axial ulna fragments — an injury pattern not previously included in the

loading and rotational forcesimpact the forearm. Walsh classification system.
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Figure 2: Inmediate post-operative anteroposterior and lateral X-ray views of

Figure 1: Pre-operative anteroposterior and lateral X-ray views of bilateral

forearm showing right and left Galeazzi fracture with dorsal displacement . ) . . . .
ofboth distal radius and ulna. The right side displacement is more than the Pl?atteral forearm showing good reduction of both radius and distal radioulnar
joint.

leftside.
Case Report

A 39-year-old male presented to the emergency department
after being involved in a high-speed motorcycle collision. He
was thrown from his motorcycle, landing on both outstretched
arms. He reported severe pain, swelling, and deformity in both
forearms. Despite the extent of his injuries, he remained
hemodynamically stable and had no neurovascular deficits in
eitherlimb.

On physical examination, gross deformities and tenderness
were observed over both distal radii. Radiographs confirmed
bilateral Galeazzi fractures with dorsal displacement of the
distal radius and ulna fragments, a pattern not previously
classified in the Walsh system [ 7] (Fig. 1).

Initial management included bilateral above-elbow splints and

Figure 3: 6 months post-operative anteroposterior and lateral X-ray views of bilateral forearm. There is a
normalunion process of the radial fractures and no evidence of distal radioulnarjointinstability.

intravenous analgesia. Following a detailed discussion with the
patient, surgical intervention was planned. Open reduction and
internal fixation (ORIF) was performed bilaterally under
general anesthesia using a standard Henry’s approach. Both
fractures were stabilized using 7-hole limited contact dynamic
compression plates (LCDCPs). During surgery, anatomical
fracture reduction led to spontaneous DRUJ realignment,
confirmed intraoperatively through the piano key test.
Fluoroscopy verified proper alignment (Fig.2).

Postoperatively, the patient was immobilized in supination with
above-elbow back slabs. Three weeks later, controlled range-of-
motion exercises for the wrist, elbow, and shoulder were
initiated. Follow-up radiographs showed satisfactory healing.
At 1 year, the patient achieved full bony union and functional
recovery, scoring 95 on the Mayo wrist score.

Discussion

Galeazzi fractures occur due to axial
compression combined with rotational forces
acting on the wrist [ 10]. The radius, being the
primary load-bearing bone in the forearm, is
particularly susceptible to fractures under
these conditions. Disruption of the DRU]J
occurs due to tension imbalances in the
triangular fibrocartilage complex, a key
stabilizing structure [1]. High-impact trauma,
such as motorcycle accidents, is a frequent
cause of these injuries.

The transition zone between the radial shaft’s
thick cortical bone and the thinner
metaphyseal bone predisposes this region to
fractures [2]. The bilateral nature and dorsal
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Figure 4: 1-year post-operative anteroposterior and lateral X-ray views of bilateral
forearm. There is aunion of the radial fractures and stable distal radioulnarjointjoints.

displacement of both distal radius and ulna fragments in this
case represent an unclassified variation within the Walsh system
(Fig. 1). The Walsh classification [7,10] categorizes Galeazzi
fractures asfollows:

« TypeI: Dorsal displacement of the distal radius with volar ulna
dislocation

« Type II: Volar displacement of the distal radius with dorsal
ulna dislocation.

This fracture pattern did not fit either category, highlighting the
importance of meticulous radiographic evaluation for detecting
unusual presentations.

In pediatric patients, closed reduction and casting are often
sufficient for managing Galeazzi fractures, yielding favorable
results. However, in adults, surgical intervention is essential due
to the strong deforming forces acting on the radius and DRU]J

instability [6]. ORIF using a volar (Henry’s) approach
remains the standard technique for treating Galeazzi
fractures, allowing direct visualization and precise
fracture stabilization [9]. In this case, 7-hole LCDCPs
provided stable fixation, enabling controlled early
mobilization (Fig. 2). DRU]J integrity was confirmed
intraoperatively, with fluoroscopic imaging verifying
properrealignment [8].
Post-operative care included immobilization in a long-
arm cast for 3 weeks to prevent redislocation, followed by
progressive range-of-motion exercises to minimize
stiffness and optimize function. Potential complications
include non-union, malunion, chronic DRUJ instability,
and neuropathy. If inadequately treated, DRUJ injuries
can lead to chronic pain and functional impairment,
sometimes requiring salvage procedures such as the

Sauvé-Kapandji or Darrach operations [ 10].

This patient achieved an excellent functional outcome without
complications. Intraoperative assessment, including the piano
key test, confirmed DRUJ stability, negating the need for
additional fixation. At the 1-year follow-up, the patient
exhibited full range of motion and grip strength (Fig. 3-S).

Conclusion

This case describes an extremely rare presentation of bilateral
Galeazzi fractures with dorsal displacement of both the distal
radius and ulna fragments, a pattern not previously
documented. Early surgical intervention, precise anatomical
reduction, and intraoperative assessment of DRUJ stability
were crucial in achieving successful management. LCDCPs
provided rigid fixation, facilitating early mobilization and an

LTTE o T

Figure S: 1-year post-operative clinical images of forearm supination and pronation with wrist dorsiflexion and palmarflexion.
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excellentrecovery outcome.

This report highlights the importance of individualized
evaluation in complex forearm injuries. Prompt recognition,
appropriate surgical intervention, and structured rehabilitation
are essential for achieving optimal results. Further
documentation of similar cases may contribute to refining
classification systems and treatment strategies for atypical
Galeazzifractures.

Clinical Message

This case presents a rare, unclassified variant of bilateral Galeazzi
fractures with dorsal displacement of both the distal radius and ulna
fragments, managed successfully with ORIF using LCD CP. Notably,
spontaneous DRU]J realignment occurred without additional
fixation, confirmed intraoperatively through the piano key test.
Early mobilization following structured immobilization played a
crucial role in achieving full functional recovery. This report
highlights the need to recognize atypical fracture patterns and refine
classification systems for complex forearm injuries.
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