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Introduction
The Galeazzi fracture is a fracture of the shaft of the radius associated with a dislocation rupture 

of the distal radio-ulnar joint. We find mostly this kind of fracture in adults’ cases and less common in 
children cases. However, there is an anatomic pathological variant of Galeazzi lesion. It is a fracture 
of the shaft of the radius, which associates diaphyseal radial fracture and epiphyseal dislocation of 
the distal extremity of the ulna. Reckling et al. firstly reported this Galeazzi- equivalent fracture in 
1982 [1], but insufficient interest was given to it in the literature. As we have a case of the Galeazzi-
equivalent lesion, we will review the pathophysiology and the literature of this atypical lesion.

Observation
After having been injured in a sport accident (fall), a boy of 16-year-old patient was admitted 

at emergency department, the patient has fallen on his right hand. The clinical examination found 
a slight pain in the right forearm and wrist, which is associated with functional disability; however, 
no neurological and vascular deficits were noticed. The X-ray of the forearm showed a fracture in 
the third medium and the third inferior of the diaphyseal radius, associated with an epiphyseal 
separation of type II in the scale of Salter and Harris (used to evaluate the distal extremity of the 
ulna) (Figure 1). The treatment consisted of internal fixation of the radius through anterior access by 
using screwed plate (DCP). Besides, a pining of the distal extremity of the ulna was also considered 
(Figure 2). The reduction of the epiphyseal dislocation was achieved once the periosteal interposition 
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Abstract

The pseudo Galeazzi equivalent lesion in children under study is about a case which associates a 
diaphyseal radial fracture and an epiphyseal detachment of the distal extremity of the ulna rather than a distal 
radio-ulnar dislocation. It concerns a boy of 16-years-old patient who was injured in sport (fall). Radiographs 
showed a fracture of the radial shaft, which is having an anterior angulation, and a Salter-Harris type II epiphyseal 
detachment of the distal ulna. We were unable to perform a closed reduction under general anesthesia due to the 
interposition of the periosteum at the fracture site. 

Thus surgical management was the only option. It consisted of removing the offending periosteum and 
performing: firstly, the osteosynthesis of the radial shaft fracture with a plate, and secondly, the epiphyseal 
detachment with pins. After 10 months, we didn’t notice any bone growth disturbance, or any reduced mobility of 
the wrist. Nevertheless, we will continue the follow-up so as to monitor the bone growth disturbance of the distal 
extremity of the ulna.

Figure 1: Equivalent of Galeazzi: fracture of the third medium junction 
and the third inferior of the radius, associated with Salter and Harris type II 
epiphyseal detachment of the distal extremity of the ulna.

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/


Citation: Elibrahimi A, Boussakri H, Elidrissi M, Shimi M and Elmrini A. Galeazzi- Equivalent 
Lesion: Report of a Case and Review of Literature. SM J Orthop. 2016; 2(2): 1033.

Page 2/2

Gr   upSM Copyright  Elibrahimi A

was released. We had resorted to this since the reduction in the closed 
site has failed. The functional result was satisfactory with a total 
recovery of the pronosupination and without any pain. However, 
growth disorders could be estimated in the long-term scale.

Discussion
The Galeazzi-equivalent injury is a lesion that is associating an 

epiphyseal separation of the distal extremity of the ulna without any 
rupture of both inferior radio-ulnar ligaments and the interosseous 
membrane and the triangular ligament. The mechanism is probably 
similar to the fracture dislocation of Galeazzi occurring by a 
hyperpronation of the arm [2-4]. However, the physiopathological 
aspects are not the same. Considering the biomechanical view, the 
growth plate is more vulnerable than the ligament system. This latter 
is stabilizing the inferior radio-ulnar. That explains the absence of 
luxation, which is replaced in that case by an epiphyseal separation 
[2,5]. The fracture dislocation of Galeazzi is handled surgically in 
most cases by internal fixation after reduction [1,2,6].

The treatment of the Galeazzi-equivalent lesion is not 
systematically surgical. An orthopedic treatment after reduction is 
suggested in the absence of irreducibility by the interposition of soft 
tissues such as periosteum, tendinous, or capsular ones. Letts and 
Rowhani [4] reported a series of six patients including a single case 
that necessitated a surgical treatment because of the irreducibility of 
the inferior ulnar epiphysis caused by a periosteal interposition. Seven 
similar cases were also reported in the literature [7-12]. Land fried, et 
al. [3] described three cases which required an open reduction of the 
radius fixed by screwed plate.

Therefore, the rigid internal fixation is not systematic in the 
equivalent of Galeazzi, compared to the Galeazzi luxation fracture. 
A perfect reduction and the stability of the fracture fragments are 
necessary for having a successful orthopedic reduction. On the other 
hand, a bloody reduction is imperative. An immobilization of the arm 
using plaster in supine position has to be achieved for preventing a 
secondary displacement of the ulnar distal extremity [2,6,13]. The 
ulnar physical distal has to be carefully manipulated to prevent any 
possible growth disorder [3,4].

The fracture dislocation of Galeazzi and the equivalent of 
Galeazzi are two anatomic pathological variants which have different 
treatments and prognoses. At first, Galeazzi- equivalent lesion could 
be confounded with the inferior radio-ulnar dislocation. However, 
its basic physiopathological aspect is the epiphyseal dislocation of the 
distal extremity of the ulna while the stabilizing system is intact. This 
lesion is similar to the one found on the level of the acromioclavicular 
joint in children: it is named “acromioclavicular pseudo-dislocation”. 
This lesion is characterized by the displacement of the clavicula 
towards the top while the coracoclavicular ligament remains in 
position [14].

Finally, we agree and approve Imatani [10] in that “Equivalent 
Galeazzi” denotation does not express the anatomical reality of the 
lesion; therefore, we suggest that this lesion would be named «Pseudo 
Galeazzi». The recognition of this form of injury is necessary to ensure 
the appropriate treatment in order to prevent the complications of an 
inadequate reduction and growth retardation.
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Figure 2: Reduction by screwed plate of the radius and the pining of the 
epiphyseal detachment after releasing the periosteal interposition.
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