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Isolated Acute Dorsal Distal Radioulnar Joint Dislocation: A Case Report

Alessandra Petitto’, Maria Grazia Minicelli*

Learning Point of the Article:
The mechanism of trauma and the physical examination is relevant aid for the diagnosis of a dorsal DRU]J dislocation; the X-rays and CT
scan confirm the diagnosis. In our case, the early elbow motion helped us to achieve a faster recovery.

Introduction: Isolated acute distal radioulnar joint (DRUJ) dislocation is a rare condition and easy undiagnosed. Few cases are reported in the
literature about its treatment. We reported a case of an isolated acute traumatic dorsal DRU]J dislocation treated with early reduction and
immobilization.

Case Report: We present a case of a 12-year-old female with an isolated dorsal acute DRU]J dislocation. We performed for the early diagnosis a
clinical examination, X-rays, and computed tomography scan. We treated this condition with a closed reduction and immobilization in an above-
elbow cast for 4 weeks and in a below-elbowbrace for 2 weeks. The outcome was good.

Conclusion: Isolated acute dorsal DRU]J dislocation is an uncommon injury; the early diagnosis and timely treatment usually result in good
outcome. In our case, an early transition to below-elbow brace results in a faster recovery.

Keywords: Isolated dorsal distal radioulnarjoint dislocation, closed reduction, case report.

Introduction presented with her mother to our emergency room after a trauma

Isolated acute dorsal distal radioulnar joint (DRU]J) dislocation of the right wrist. This trauma occurred in the car following road
is an uncommon injury with only few cases reported in the accident and was due to the forced pronation on outstretched

literature [1,2, 3, 4, 5, 6]. The routinely treatment of this injury forearm with the right hand in a fixed position against the
consists in a closed reduction with a cast immobilization, Wwindshield of the car. At physical examination, the wrist was

Instead, in case of instability or irreducibility, the open reduction painful, swollen with a dorsal ulnar head prominence, limited
and surgical repair are necessary [7]. We present a case of an forearm supination, and limited wrist motion. The head of ulna

isolated acute traumatic dorsal DRU]J dislocation treated with showed a moderate ballottement compared with contralateral
castimmobilization. wrist and there were no wound and neurovascular deficit. We
performed anteroposterior (AP) and lateral views of wrist X-rays

that revealed a dorsal ulnar dislocation of the DRU]J without any

Case Report fractures (Fig. 1). Furthermore, for an accurate diagnosis, we did

A 12-year-old female student, right-handed and healthy, ; computed tomography (CT) scan that showed a dorsal ulnar
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Figure 1: Emergency X-rays of the right wrist. Anteroposterior (AP)

view shows a diastasis of the distal radioulnar joint with more central
projection of the ulnar styloid, the lateral view shows a dorsally
displaced ulnar head inrelation to the radius.

dislocation (Fig. 2). At emergency room, without sedation, we
performed a closed reduction by direct pressure on the ulnar
head while the traction of the wrist and the gentle supination of
the forearm in 90° elbow flexion were applied. We blocked the
reduction with the above-elbow cast with an imprint on ulnar
head at 90° of elbow flexion and a forearm in neutral position.
The X-rays in AP and lateral views confirmed the DRU]J
reduction (Fig. 3). After 7 days, a radiographic examination
showed the maintenance of the reduction. Twenty-eight days

after casting reduction, the cast was removed and given the
continuation of the reduction to new X-rays (Fig. 4); it was
replaced with a below-elbow brace for 2 weeks to encourage
elbow motion. After the removal of the brace, the right wrist was
stable and painless and the patient started a rehabilitation
program with range of motion (ROM) exercises and laser
therapy within 10-day period. At follow-up, 2 months after the
trauma, she presented normal ROM at wrist with any pain and
instability, and norestrictions in any activity.

Discussion

Isolated dislocation of the DRU]J is rare. This dislocation is
described as volar or dorsal by the ulnar position relative to the
radius. Approximately 50% of isolated RDU]J dislocations are
undiagnosed or diagnosed late with significant functional
consequences [8]. For the early diagnosis, it is important to
investigate the mechanism of trauma and to perform a
meticulous physical examination. An isolated dorsal DRU]J
dislocation occurs generally during a fall onto an outstretched
forearm and is due to overpronation force [1]. Furthermore, in
our case, probably, the forced pronation of the wrist on
outstretched forearm with the hand fixed to defend from the
impact caused the isolated acute dorsal DRU]J dislocation. This
injury clinically may present with a dorsal prominence of the
ulnar head and the forearm fixed in pronation, but these usual
signs may be confounding due to swelling and pain of injured
wrist. Therefore, in case of clinical suspicion, the diagnosis
should be supported with X-rays in AP and lateral views of the
wrist and confirmed with a CT scan. The limit of the diagnostic
value of the radiography is due both to the difficulty of
performinga true lateral X-ray view of the wrist because the pain
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Figure 2: Emergency computed tomography scan with 3D reconstruction of the right wrist. The 3D reconstructions show the dorsal ulnar

head dislocation of the distal radioulnar joint in some positions of forearm rotation, the axial view shows a dorsal rotatory dislocation of the

ulnar headinrelation to the radius.
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Figure 3: Post-reduction X-rays of the right wrist in a cast immobilization. The
anteroposterior shows a persistence of minimal diastasis of the distal radioulnar joint
and the ulnar styloid is at the ulnar border. The lateral view shows improved alignment

ofthe ulnar head compared to Fig. 1 with animprint on ulnarhead of the cast.

and limited motion and to the difficulty of seeing in AP X-ray
view the subtle alterations between the distal radius and ulna
and the atypical projection of the ulnar styloid which is not
always pathognomonic of dislocation. While a single CT scan is
diagnostic in all positions of forearm rotation and can assess
more the subtle DRUJ instability [9]. Magnetic resonance can
be performed to investigate the presence and entity of soft-
tissue injuries 5-8 days after the injury [8, 10]. The standard
treatment of this condition consists of a closed reduction under
local or general anesthesia followed by immobilization in the
position of greatest stability by above-elbow cast for 6 weeks
duration. In a dorsal dislocation, this is accomplished by gentle
traction with direct dorsal pressure on ulnar head and fully
supinating the forearm in 90° elbow flexion and held by above-
elbow cast for 6 weeks [1]. We treated this dislocation with a
closed reduction and immobilization by above-elbow cast in a
forearm in neutral position. This position was in our case, the
one with the greatest stability. We performed a closed reduction
and immobilization without local or general anesthesia due to
the high collaboration and pain tolerance of our patient and due
to modest swollen of the wrist and the relaxation of the muscles.
In case of instability or irreducibility, the open reduction and

Figure 4: X-rays of the right wrist at follow-up 4 weeks after
reduction and at removing cast. The X-rays show the reduced
distal radioulnar joint, the anteroposterior view shows no
diastasis of the distal radioulnarjoint and the ulnar styloid is at the
ulnar border. The lateral view shows the normal joint distal ulnar
relation with the radius.

surgical repair of the triangular fibrocartilage complex are
necessary [2, 7]. We immobilized the wrist for 6 weeks and the
elbow for 4 weeks. Four weeks after the reduction, we removed
the log cast, and we applied the wrist brace. We decided for the
early elbow mobilization because 28 days after the reduction,
the wrist was stable and the reduction was maintained. Since the
isolated acute dorsal DRUJ dislocation is rare, the treatment
and its outcome are described by the series of cases reported in
the literature. Daradkeh et al. [ 1] reported a case of early elbow
motion after isolated acute dorsal DRU]J dislocation treated
with closed reduction and K-wire pinning along with cast
immobilization. Our case is the only one in the literature that
describes the result of a conservative treatment with an early
elbow motion after 4 weeks of immobilization and the use of a
below-elbow brace when reduction and stability are
maintained.

Conclusion

We believe that the information about the mechanism of
trauma, the accurate physical examination as possible, and the
correct radiographic projections integrated with CT scan are all
necessary for the early diagnosis of isolated acute dorsal DRU]J
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dislocation. In our case, the maintenance of reduction and wrist
stability with a long cast at 4 weeks induced us to early elbow
mobilization achievinga shorterand complete recovery.

Clinical Message

The mechanism of trauma, the physical examination, the correct X-
ray’s projections, and in case of doubt, the CT scan, are all necessary
for the timely diagnosis of isolated acute dorsal DRU]J dislocation. In
the case of stability and maintenance of wrist reduction may be
appropriate an early elbow motion for a faster recovery.
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