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Abstract 

Non union of the distal radius fracture is extremely rare. It may occur in cases of unstable distal radius 

fracture associated with ulnar involvement, and in cases of inadequate immobilization. Clinically, it is 

characterized by persistent pain and movement at the fracture site on dynamic radiographs taken in flexion 

and extension. A CT scan confirms the diagnosis.Treatment is surgical, with the aim of achieving bone 

consolidation after bone grafting and stabilization by osteosynthesis.We report a case of pseudarthrosis of 

the distal radius in a 48-year-old female patient initially treated orthopedically with a cast immobilization. 
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Introduction:  

After fracture of the distal end of the radius, reduction must be anatomical. These fractures, which are 

considered unstable, may lead to callus in the event of inadequate management, and to osteoarthritis in the 

long term. Pseudarthrosis is a rare complication, and is treated surgically. 

 

Obsevation: 

We report the case of a 48-year-old female patient who was involved in a low-energy road traffic accident, 

resulting in a posterior comminuted and tilted distal radius fracture associated with ulnar styloid tearing. 

She was treated orthopedically with cast immobilization for 06 weeks.  

Functional rehabilitation began as soon as the cast was removed. 

Pseudarthrosis developed, with pain and radial boot deformity. 

Standard radiological assessment and CT scan Fig.2 confirmed the diagnosis of pseudarthrosis of the distal 

radius. 

The patient underwent surgical treatment using Henry's anterior approach, with resection of the 

pseudarthrosis zone, avulsion of the pseudarthrosis site and filling with a homolateral iliac 

corticospongiosa autograft, followed by stabilization with an anterior screw-plate. 

Post-operative brachio-antebrachiopalmar plaster cast immobilization was maintained until bone 

consolidation. 

 

Résults : 

Bone consolidation was achieved by the third postoperative month.  

At 6 months post-operatively, the patient had recovered full range of motion. 

At 7 years' follow-up, the patient was pain-free, with recovery of flexion-extension and pronosupination. 
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Grip strength was identical in both wrists. Radiographs showed bone consolidation of the pseudarthrosis 

site and the ulnar styloid (Fig.1). 

 
Fig.1 

 
Fig.2 

 

Discussion : 

Epidemiologically, the incidence of non union after distal radius fractures is very low. A review of the 

literature reveals 86 cases published in less than 30 years [6]. 

Pseudarthrosis of distal radius fractures is rare[3.4].  

Bacorn and Kurtzke[1] reported a pseudarthrosis rate of 0.2% in a study of over 2,000 distal radius 

fractures. 

This low incidence may be attributed to a number of factors, including the impact of the fracture, the 

number of fragments and their displacement.  

The results of the various surgical techniques used are sometimes unpredictable. 

segalman and Clark [14] treated 12 pseudarthroses of the distal radius in 11 patients over a 24-year period. 

Nine pseudarthroses had less than 5 mm of subchondral metaphyseal bone, which the authors considered 

insufficient for internal fixation. 

Smith and Wright[15] treated five patients with pseudarthrosis of the distal radius. Four patients had open 

reduction, resection of the pseudarthrosis and cancellous bone grafting, and internal fixation[12]. One 

patient was treated with open reduction, bone grafting and external fixator, as also reported by some 

authors[16]. 

When the height of the distal fragment is less than 5 mm, a dorsal plate bridging the radiocarpal joint is 

recommended. This is still appropriate for patients with low functional demand, or after a failed attempt 

at consolidation [5.6]. 

However, the rate of consolidation is (58%). Some authors use pedicled vascularized autografts [2.13], or 

free autografts.  

However, functional results are sometimes inadequate despite good bone consolidation. 

The posterior interosseous bone flap (PIBF) has been successfully used as a new technique [13] to treat 

pseudarthrosis of the distal radius. 

PIBF offers advantages over conventional bone grafting. 

Given the rarity of pseudarthrosis after distal radius fracture, there is no consensus on surgical treatment 

modalities [8.10.17]. 

https://www.ijfmr.com/
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The size of the distal fragment, which may be osteoporotic, an associated soft-tissue lesion, an axial 

abnormality of the carpal bones, and trophic status at the site of pseudarthrosis are features that can make 

bone realignment and consolidation difficult [7.9.11]. 

Some authors recommend wrist arthrodesis as a last resort when the size of the distal fragment is less than 

5mm. 

 

Conclusion : 

Non union after distal radius fractures is rare, serious and unpredictable. 

Pseudarthrosis of distal radius fractures is disabling. 

 Treatment is difficult, and the results are unpredictable, making this a serious condition. However, 

surgical treatment depends on a number of criteria.  

The treatment of choice is resection of the pseudarthrosis zone, followed by open reduction and 

stabilization with osteosynthesis and corticospongy grafting. Surgical treatment is not unequivocal, and in 

some cases involves wrist arthrodesis. 
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