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Abstract
The Galeazzi fracture dislocation, an uncommon forearm fracture in adults, becomes even rarer when
occurring bilaterally, with limited studies documenting this condition. Here, we report the case of a 57-year-
old female who presented to our emergency room with bilateral Galeazzi fracture dislocations. The patient
underwent bilateral open reduction and internal fixation of the radial fractures, along with stabilization of
the distal radioulnar joints. Follow-up monitoring over 16 months postoperatively showed positive
outcomes without complications.
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Introduction
The Galeazzi fracture dislocation involves a distal third radial shaft fracture accompanied by a distal
radioulnar joint (DRUJ) injury. This fracture type comprises less than 10% of adult forearm fractures.
Consequently, bilateral Galeazzi fractures are exceptionally uncommon, with scant literature available that
describes such cases [1-6].

The mechanisms of injury typically involve either direct dorsolateral wrist trauma or, more commonly, a fall
onto an outstretched hand with the wrist in pronation or supination [7]. Diagnosis is often suspected upon
observing radioulnar joint widening on AP wrist radiographs and volar/dorsal subluxation on lateral wrist
radiographs.

As described by Campbell, this injury is termed a “fracture of necessity” due to its complex nature,
necessitating surgical treatment for optimal functional outcomes in adults [8,9]. The surgical approach
typically involves open reduction and internal fixation (ORIF) of the distal radius, followed by evaluation of
DRUJ stability. This assessment may lead to immobilization through pinning or, in some cases, additional
ORIF procedures.

The following case report details the management of bilateral Galeazzi fracture dislocations in a 57-year-old
female who underwent surgical treatment and was monitored for 16 months to assess outcomes.

Case Presentation
We present the case of a 57-year-old woman with a past medical history of hypertension who presented to
our emergency department with the chief complaint of bilateral wrist pain. The history dated back a few
minutes before the presentation, when she had tripped on the sidewalk while running and sustained a fall
onto her two outstretched hands.

At presentation, the patient was in severe pain with bilaterally deformed distal forearms and prominent
bones, yet without any wound or skin opening. The neurovascular exam was reassuring. X-rays of both
forearms revealed bilateral pronation type Galeazzi fracture dislocations (Figure 1). Both forearms were
temporarily splinted, and the patient was hospitalized before being transferred to the operating room the
next morning.
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FIGURE 1: Preoperative X-rays
Emergency room X-rays of the right wrist, including AP (A) and lateral (B) views, and X-rays of the left wrist,
including AP (C) and lateral (D) views, demonstrating bilateral pronation type Galeazzi fracture dislocations.

In the operating room, under general anesthesia and antibiotic prophylaxis, we began with the right side,
using a tourniquet set at 250 mmHg for 53 minutes.

Using a standard Henry’s anterior approach, the fracture site was exposed. The reduction posed no particular
difficulties, as reduction forceps maintained it before a seven-hole compression plate was placed and
secured by three screws on either side of the fracture site (Figure 2).
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FIGURE 2: Intraoperative fluoroscopy
Fluoroscopic images in the operating room showing AP (left) and lateral (right) views of the right wrist following the
fixation of the radius fracture.

The dynamic testing of the stability of the DRUJ revealed instability, for which DRUJ fixation was performed
using an 18-mm pin (Figures 3, 4).
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FIGURE 3: Intraoperative fluoroscopy
Fluoroscopy in the operating room showing the instability of the DRUJ in the right wrist.

DRUJ: distal radioulnar joint
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FIGURE 4: Intraoperative fluoroscopy
Fluoroscopic images in the operating room showing final AP (left) and lateral (right) views of the right wrist
following DRUJ fixation using an 18-mm pin.

DRUJ: distal radioulnar joint

The same procedure was carried out on the left forearm (tourniquet time: 47 minutes) (Figure 5).
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FIGURE 5: Intraoperative fluoroscopy
Fluoroscopic images in the operating room showing final AP (left) and lateral (right) views of the left wrist following
DRUJ fixation using an 18-mm pin.

DRUJ: distal radioulnar joint

Immobilization in a long forearm cast was applied for a period of five weeks, after which the pins fixing the
DRUJs were removed in the operating room. The patient underwent several sessions of progressive
physiotherapy, beginning with passive range of motion exercises and gradually advancing to active range of
motion exercises. As the patient approached a full range of wrist movements, wrist-strengthening exercises
were initiated.

The patient was followed up in the clinic regularly for 16 months. The last radiological follow-up was at six
months postoperatively, which revealed bilateral healing of the fracture sites and stability of both DRUJs
(Figure 6). At the 16-month postoperative follow-up, the patient was pain-free and had regained full range of
motion in both wrists.
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FIGURE 6: Postoperative X-rays
Six-month postoperative AP (A) and lateral (B) views of the right wrist, and AP (C) and lateral (D) views of the left
wrist, demonstrating consolidation of the radial fractures and stable DRUJ.

DRUJ: distal radioulnar joint

Discussion
Displaced fractures of the distal third of the radius are occasionally accompanied by dislocation of the DRUJ,
comprising approximately 7% of forearm fractures. Sir Astley Cooper first described this condition in 1822,
and Dr. Riccardo Galeazzi later published his experience with 18 cases in 1934. This type of injury is also
known in the literature as a reverse Monteggia fracture [7,8].

Walsh initially classified Galeazzi fractures based on the position of the distal radius and the mechanism of
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the injury. Type 1 fractures typically occur due to axial force with the wrist extended and the arm maximally
supinated, while Type 2 injuries result from axial compression on a pronated forearm. Type II fractures are
more frequently observed in children [5].

Historically, Galeazzi maintained reduction of the ulnar head by radially deviating the wrist and stabilizing
the radial shaft fracture by pulling on the thumb while the forearm was supinated, using a plaster of Paris
cast [10].

Anatomical and rigid fixation of the radius, along with the stability of the DRUJ, are key principles in the
treatment regimen typically recommended for adults. This underscores the distinction in managing Galeazzi
fractures between adult and pediatric populations. While ORIF is often necessary for adults to achieve
favorable outcomes, effective management in children can often be achieved through manipulation under
anesthesia and cast immobilization above the elbow. Walsh reported satisfactory results with the
nonoperative treatment of pediatric Galeazzi fractures. In contrast, studies have indicated that 80% of
adults with Galeazzi fractures experienced poor outcomes when managed non-surgically [5,7].

The stability and adequacy of the DRUJ reduction are evaluated intraoperatively when anatomic reduction
and solid fixation of the radius are achieved. The DRUJ is proven unstable if the ulnar head can be moved
dorsally out of the sigmoid notch while the forearm is in supination [7,8].

When significant joint instability is noticed, fixation of the ulna and radius with a K-wire after reducing the
dislocation is necessary. Joint exploration and ligament repair may be necessary in some cases when DRUJ
reduction is difficult. This could be due to the interposition of the extensor carpi ulnaris, extensor digitorum,
or extensor minimi tendons, or due to buttonholed bony fragments [8].

For postoperative management, a long arm cast is typically applied for four to six weeks. Most authors
recommend immobilizing the forearm in a neutral position.

Early physical therapy and early mobilization sessions are advised to avoid permanent restriction of the
range of motion of the wrist and to avoid any delay in returning to work [2].

Conclusions
Bilateral Galeazzi fracture dislocation is an uncommon and complex injury that carries a high risk of
functional disability if not properly managed. Consequently, a detailed clinical assessment and radiological
examination are crucial to ensure the diagnosis is not overlooked. Surgical repair is recommended in the
adult population. The key to successful surgical treatment is the careful evaluation of DRUJ stability, which,
when addressed meticulously, can result in favorable clinical outcomes.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Abdullah Zaher, Noureddine Sekkach, Imad Marzak

Acquisition, analysis, or interpretation of data:  Abdullah Zaher

Drafting of the manuscript:  Abdullah Zaher

Critical review of the manuscript for important intellectual content:  Abdullah Zaher, Noureddine
Sekkach, Imad Marzak

Supervision:  Noureddine Sekkach

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References

2024 Zaher et al. Cureus 16(7): e64552. DOI 10.7759/cureus.64552 8 of 9

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


1. Panagopoulos A, Solou K, Tatani I, Kouzelis A, Kokkalis Z: A case of bilateral Galeazzi fracture-dislocations .
Cureus. 2021, 13:e17491. 10.7759/cureus.17491

2. Chatterjee D: Early rehabilitation in unstable bilateral Galeazzi fracture dislocation: role of transfixing K
wires. Saudi J Sport Med. 2014, 14:168-71. 10.4103/1319-6308.142378

3. Komura S, Nonomura H, Satake T, Yokoi T: Bilateral Galeazzi fracture-dislocations: a case report of early
rehabilitation. Strategies Trauma Limb Reconstr. 2012, 7:99-104. 10.1007/s11751-012-0136-5

4. Nanno M, Sawaizumi T, Takai S: A case of bilateral Galeazzi fractures associated with dislocation of the
right elbow. J Nippon Med Sch. 2011, 78:384-7. 10.1272/jnms.78.384

5. Sivakumaran D, Pathinathan K, Madushanger SR, Gunawardena PM, Dimantha WH, Munidasa D: Bilateral
symmetrical pronation type of Galeazzi fracture following high-speed motor traffic crash: a case report. Int J
Surg Case Rep. 2021, 85:106284. 10.1016/j.ijscr.2021.106284

6. Douma H, Abdelkrim EH, Boumaiz A, et al.: Fracture de Galeazzi bilatérale avec luxation radio-ulnaire
palmaire et dorsale. J Trauma Sport. 2023, 40:288-91. 10.1016/j.jts.2023.04.007

7. Garg R, Mudgal C: Galeazzi injuries. Hand Clin. 2020, 36:455-62. 10.1016/j.hcl.2020.07.006
8. Giannoulis FS, Sotereanos DG: Galeazzi fractures and dislocations . Hand Clin. 2007, 23:153-63, v.

10.1016/j.hcl.2007.03.004
9. Azar FM, Beaty JH: Campbell's Operative Orthopaedics, Fourteenth Edition . Elsevier, Philadelphia (PA);

2021.
10. Sebastin SJ, Chung KC: A historical report on Riccardo Galeazzi and the management of Galeazzi fractures . J

Hand Surg Am. 2010, 35:1870-7. 10.1016/j.jhsa.2010.08.032

2024 Zaher et al. Cureus 16(7): e64552. DOI 10.7759/cureus.64552 9 of 9

https://dx.doi.org/10.7759/cureus.17491?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7759/cureus.17491?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/1319-6308.142378?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/1319-6308.142378?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s11751-012-0136-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s11751-012-0136-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1272/jnms.78.384?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1272/jnms.78.384?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijscr.2021.106284?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijscr.2021.106284?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jts.2023.04.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jts.2023.04.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.hcl.2020.07.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.hcl.2020.07.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.hcl.2007.03.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.hcl.2007.03.004?utm_medium=email&utm_source=transaction
https://books.google.com.ph/books?dq=Campbell%27s Operative Orthopaedics&hl=en&id=oMgQEAAAQBAJ&lr=&oi=fnd&ots=-_fxvYKpgR&pg=PP1&redir_esc=y&sig=VWkV2ik9oRncQZF0zwMcVFSP4xo&utm_medium=email&utm_source=transaction#v=onepage&q=Campbell's Operative Orthopaedics&f=false
https://dx.doi.org/10.1016/j.jhsa.2010.08.032?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jhsa.2010.08.032?utm_medium=email&utm_source=transaction

	Bilateral Pronation Type Galeazzi Fracture Dislocation
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Preoperative X-rays
	FIGURE 2: Intraoperative fluoroscopy
	FIGURE 3: Intraoperative fluoroscopy
	FIGURE 4: Intraoperative fluoroscopy
	FIGURE 5: Intraoperative fluoroscopy
	FIGURE 6: Postoperative X-rays

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


