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Treatment of Dislocation of Distal Radio-ulnar Joint
—Comparison of Long-term follow-up Results between the Reconstruction
and Darrach Operation Group—

In Kim, M.D,, Seung-Koo Rhee, M.D., Sung-Soo Kim, M.D., Choong-Seo Park, M.D.*
and Sung-Chul Kim, M.D.

Department of Orthopaedic Surgery, St. Mary's Hospital & Our Lady of Mercy Hospital*,
Catholic University Medical College, Seoul, Korea

The distal ulnar resection, Darrach operation, has been used for several conditions such as frac-
ture about wrist joint, rheumatoid arthritis or ulno-carpal impingement syndrome. But, this opera-
tion could be led to have excessive unphysiologic increase radial loading on the radxo—carpal joint
and early osteoarthritis is thought to be inevitable in long-term follow-up.

So, we performed various kind of reconstruction for 19 cases with dislocated distal radioulnar
joint, and compared thgir radiologic and clinical results with that of the group for total 13 cases

with distal ulnar resection.

Through this study, we could find out that the preservation of normal relationship of dislocated
distal radioulnar joint is considered as more desirable than that of removal of ulnar head.
Key Words:Dislocation of distal radioulnar joint, Darrach operation.
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Table 1. Case analysis of distal radio-ulnar dislocation

Age Sex Site Cause Treatment
(Average) (M:F) (Rt:Lt) (Cases) (Cases)
Chronic 18-56 19:13 24:8 Colles’ F. (18) Radio-ulnar tenodesis (1)
(32 Cases) (31) Kienbock's dis. Arthroplasty
¢ ulnar (-) Darrach op. (13)
variance (4) H.LT*. (2)
R.A. (4) Osteotomy

Galeazzi Fx. (2)
Both forearm Fx(2)
Ulnar (+)

variance (1)
Unknown (1)

Ulnar shortening (6)
or lengthening (1)
Radial lengthening (4)
or shortening (1)
Angular Osteotomy of
of distal radius (1)
Lauenstein Op. (3)
(Suavé-Kapandji)

*H.L.T.:means Hemiresection Interpositional Technique

Table 2. Comparision between Darrach and
Reconstruction group.

Recon-
Darrach .
struction
(13 Cases) (19 Cases)
Age 27-46 (32) 18-56 (30)
Sex (M/F) 8/5 11/8
Ex.*R.A 2 2
Trauma 9 13
Ulnar Variance 1 4
Unknown 1 0
C/CPain 12 10
LOM 9 4
Clicking 6 2
Deformity 14 8
Follow-up 12 weeks- 7 weeks—
9years 27 months

(26 months) (5} months)

*Ex.etiology
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Fig. 1. Clinical results of reconstruction
group for disrupted distal R-U joint.
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Fig. 2. Clinical comparative results between
Darrach & Reconstruction groups.
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Fig. 3. Kim 0-Kon 46/M. 3A :X-rays which
were taken in 14 years ago, the distal R-U joint
was disrupted and he was complained severe
painful snapping over it. 3B:Nine years after
the Darrach procedure, severe ulno-carpal slid-
ing and osteoarthritis was developed, and so he
is waiting for partial wrist fusion.
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Fig. 4. 4 Kim 0-Soon 49/F (hemiresection interposition arthroplasty) 4A :This X-ray suggested se-
vere classical rheumatoid. wrist. 4B-4C:Total wrist arthroplasty was done as shown in 6B-C to pre-
vent ulnar drifting of hand post-operatively. 4D:38 months after operation, relatively good clinical

results without ulnar deviation was obtained.
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Fig. 5. Nam 0-Soon 31/F (Sauvé-Kapandji operation). 5 A : Painfu!l click & wrist LOM was her
chief complaint which was developed after Galeazzi fracutre 2 years ago. 5B: A posterior dislocation of
distal ulna is shown.5C:Schematic drawing for Sauvé-Kapandji op. 5D:Nine months after the opera-

tion, good clinical result was obtained.
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Fig. 6. The distal ulna articulated with the
sigmoid notch of the radius which was angled
distally and ulnarly approximately 20° (arrow).

The triangular fibrocartilage complex (TFCC)
is the ligamentous & cartilagenous structure
that suspends the distal radius & the ulnar car-
pus from the distal ulna (tip of forcep).

e 93.8%F QFo] a8x 6.2%= A Zol
wAE R, Yoyt 949 HIFE AAsE 3
%9 100%& 8FoA LA €& 2ug n
Atk EF o]EL AHE ZHold umEM:
(ulnar length variation) ¢#de] |s¥ 3%
2¥7 gelgd & #w3ed, & ARG FHF
o] 25mm & ulnar (-) variance® 73 -$d+=
7}l A slFel 95.7% 5 fFo] ¥ He
W & Fo] 256mm 7! ulnar (+) variancex &
%9 581%7& QFo] WA Hvu FFHch
olg1d AA 984 nune, FAAe &
Ao} 3tFo] 37 F <t H it 500kg o] Aol
Brand®¢] 23 E 3T o 94 8-3 @A
o] A alxstE #A FA7F Aot F8.F
RA7ME gHFEdr A oA HIde
Z+E ojAtolu} AWT oz ofy|d 99 8-3F
Pdol WA Aas #AA TEd 89 FF
& A Aste Darrach& 4 Bt ojw WY
SRE AY 99 2-3¥ #d £ 43d #/A

E fAANHe A XY, B A3y B
Az 94 HAEFY AAT (Darrache2 )
RE AAEde] A9 248 53 99 8-
A fgde Fa4dS A=A T AUt
49 8-3 Fdeo &7y olg Tl Galezz,
Colles’E3d ¥ SmithZFH &7 FwtdAY =&
ZEA 9EoZ YEd & UEe T gEA
At
LY 8-3 FHe g7 Y olgTE 9F
X 7te £& BEE IAFY 9ste LAH
o, 34 g3 353 yder, aga A
W Ere AEg ooz dasEd AR
7b dii-Eeolth. B FHdAME & o o] A
W g7ga um A 3lde £ g34rth
A9 2-3 @3 g7 FYgY AR ¥R
d A £ ;e 43 4 FAdel vm
A Avjsled TH B F oA A He &
AH= A7 £tk
ALY 2 oolg e wEsr] PEH,
A e 3 €79 ASde dFF 4
ZtE (triquetrum) ¥ 4&A & FA A 2
9 g
B4 99 8-3 #d g39 As5e Fvd
FHo] Je BE olHF THe ZA1F HE
g3 Yool ¢4 =Hojof 3, v g7
ML 90°F T AARE 2RI 39
A A ARG 49 HEFE Awes ¥
o] B} F o 637 FYA Hd1n 1AL I}
Avt K-Z4dg o|4% &3 (cross pinning)
23Y = Ao
ZHES AFAA &7 o o= 13
AASTER U A 194 &=
£ ®ESFY] A439 6719
4. o] & FeWy Add E
oy, g d@AG X-d48
=40l gled v FxBol FAE
AAUdFE 99 8-3 FHL Adses
A BEEct F 1949 AAE F 134
8F T HFge HIEE, 3de

Lauensteing2) 2, 29 HIT 283 14+ A
2AEE ANYstdth o] F Lauensteing 4] &
193613 Sauvé$} Kapandji'®7} & A 33 a2
W AEAdeE 439 99 3T »9E 29
ojuf ¥l ZTEFoE F EY #olok 3y,
Alg Fo g4Fde 3ld 52 99 8-3
AAANM7} old AF F oA dojrimz F
Zolu ' Fo| E HYoA FANY £

o
%
o ¥
> N J
olN o
rlo 8¢ @ g rlo
[t A o

™
R
o

N
o

ar 4 ofr e @ )y o8
hy =5
o N
olo

-1086-



Ak =3 FEFH A{FPol YojuA =
g AR AW 59 Fz2HE Ay
Aol FuV. HIT+ 19529 Dingman®o] ¥ 31
& o)y AITFo #BHY EFZEA] Darrache 2
o] By ow Fulx2A #EHEY Y ulno-car
pal impingementA] Z5F Al&EH®, AXRE9
79 2d 9] FulARsA FEHYE FAYA Az
3l FFolu e olgF, BAY 2P ¥
HEZ UYFES HL 5 AA

49 -3 #3d %*’f"ﬂ] g daH < (ten-
odesis) o= FCU?®, fascia lata ¥ free tendon
graflt®S& o] 43 Be oWy o B1H
o] 9douw, AAE-L Spinner-Kaplan'¥o] 2] 3%+
extensor retinacular flapg ©]& 3% ECU stabili-
zation Op.& ©] &3+, olv 39 HiE
ANE Fgo 7Hestn £ 40 Ty
el &3 g & ¥ 433 £E5AT] A
gle FAE] U

AAEY BE FdAA & B & F F
5 25 99, ¥ g=€He 45 Aol 3l
Reow, =& FAME AA&Ee] Darrach
o vt EEHAe FAFGAME 2 Ao
7 glley FF5 93 sde AY ES F
7152 o] A#= Darrachs 4] ZoMe A4 A
A A5 A FAHA Fol FalloA 2
& AR F£F9 HFE Ao EA -‘43-1‘3
o] A £ Q& HAeZ Hol AL Hu
Zd dAFolth. T3 HId e g ?l"é
of 33 F8% TFCC g T &4/ 9
Agyy 9 #A-Y F& o|&% Y B
17} B slge® wel FF olE9 dH
g BHE 7ol & AeE FoHEHL

4 B

1981'd 149 olz) £ Wit dRHddAE
3 32419 AT 99 8-3 ¥ @7 Fd
¢ AP g AFAE AU

1. 32¢) A oolX & F F5, ¢4¥d 5
He © o Tl HAF H UMUTH

2. 134|¢) AF5F A AP (Darrach=&1)3
19419 AA&TE vlud Ay 5o @3t
= AdEdA 458den, 2 9 ¢83d &

F 4e 2 48 T vxF 27E Byt

AgHoz 99 HEF 9 99 s8-8 @4
< g#de] FY 7]—5011 =3 939 -7
A g7 Jteed AN AEE A=, &

¥ AEF AARYGE 99 8-3 #HE A
AXN7e W] 7] FHA fHsies v
"o

REFERENCES

1) Bowers, W.H.:The distal radioulnar joint.
Operative hand book. New York. Churchill
Livingstone Inc., 743-769, 1983, |

2) Brand, P.W.,, Beach R.B. and Thompson, D.
E.:Relative tension & potential excursion of
muscles in the forearm & hand. J. Hand
Surg., 3:209, 1981.

3) Bunnel, S.:Surgery of the hand., 3rd ed.,
Philadelphia. JB, Lippincott Co., 1956.

4) Crenshaw, A.H.:Campbell's operative Ortho-
paedics. 7th ed. C.V. Mosby Co., 1987.

5) Darrach, W.:Colles’ fracture. N. Engl. J.
Med., 226:594-596, 1942.

6) Dingman, P.V.C.: Resection of the distal end
of the ulnar (Darrach Op). J. Bone and
Joint Surg., 34A:893-900, 1952.

7) Ekenstam F.W.:The distal radioulnar joint.
Doctoral thesis, Uppsals, Acta Univesitatis
Up Salvensis Uppsala Universitet. 1984.

8) Fulkerson, A. and Watson, D.H.: Cited from
" Bowers, W.H.:Surgical procedures for the
distal radio-ulnar joint”. The wrist & its dis-
orders. W.B. Saunders Co., 232-243, 1988.

9) Hui, F.C. and Linscheid, R.L.: Ulnotriquetral
augmentation tenodesis. J. Hand Surg., 7.
230, 1982.

10) Palmer, A.K.: The distal radioulnar joint., "
The wrist & disorders”, W.B. Saunders Inc,
220-231, 1988.

11) Paimer, AK. and Werner, F.W.: The trian-
gular fibrocartilage complex of the wrist. -
anatomy & function-. J. hand Surg., 6:153,
1981.

12) Palmer, A.K. and Werner, F.W.:Biome
chanics of the distal radioulnar joint. Clin.
Orthop. 187: 26, 1984.

13) Ray, R.D., Johnson, R.J. and Jameson, R.
M.: Rotation of the forearm—an experimental
study of pronation & supination, J. Bone and
Joint Surg, 33A.993, 1951.

14) Spinner M. and Kaplan, E.B.:Extensor

-1087-



T REE

carpi ulnaris!its relationship to stability of nique pour le traitment chirurgical des luxa-

the distal radio-ulnar joint. Clin. Orthop. 68 tions recidivantes isolees de lextremite in-
124-129, 1970. ferieure du cubitus. J. Chir. 47:589-594,
15) Sauvé, 1. and Kapandji, I.A.: Nouvelle tech- 1936.

-1088-



	ASD: 


