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Fractures of the Carpal Scaphoid

Sung Kwan Hwang, M.D. and Jin Sce Park, M.D.

Department of Orthopaedic Surgery Yonsei Universily
Wompue College of Medicine Wonju, Korea

Fractures of the carpal scaphoid is the most common fracture of the carpus, and frequently
diagnosis is delayed. We reviewed 20 cases of scaphoid fractures at the department of ortho-
paedic surgery, Wonju, Christian Hospital, Yonsei University Wonju College of Medicine,
from January, 1982 to December, 1991. The objective of this study is to analyse the results of
treatments according to the fracture types and treatment modalities.

The results obtained were as follows;

1. Among 20 patients, 19 were male and third & fourth decades were most prevaled (95%)

2. Causes of injuries were traffic accident in 8 cases, slip down in 6, falling down in 5, and
unknown cause in one.

3. According to Russe's classification there were one proximal fracture, 17 middle third
fractures, and 2 distal fractures. Undisplaced fractures were 9 cases, and displaced 11.
Acute fractures were 14 cases, subacute 4, and old 2.

4, Associated injuries were transscaphoid perilunar dislocations in 5 cases, distal radius frac-
ture in 3 cases, ulnar styloid fracture in 1, and other carpal bone fractures in 7.

5. Seven cases were treated by conservative method of which union could be obtained after
average 8wks of cast immobilization.

6. Thirteen cases were treated by operative method either K-wire pinning or bone graft.

7. Fifty percent have excellent or good result according to Maudsley's criteria.

8. Among five cases of poor results, 3 cases had associated injuries with transscophoid
pertlunar disloc¢ations.

9. Complications are arthritis 1n 3 cases, delayed union in one, and nonunicn in one.

Conclusively we have found that the undisplaced acute scaphoid fracture could be treated
by conservative method such as cast immobilization and displaced type should be treated by
early open reduction and internal fixation.
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Table 1. Age and Sex distribution

Age/Sex Male Female Total (%)
2130 9 1 100 50}
3140 5 0 5( 25)
41—50 2 0 20 10)
5160 3 0 3( 15)
Total 19 1 20{100)

2. wy Hel

B YA wEALTE 8 (40%) 2 FHY B
3, Bz HAF Auvt 63(30%), FEHARLILS
#(25% 02w, d4d ERe] 18(5%)AH Table
2).

Table 2. Cause of Injury

Cause No. (%)
Traffic accident a0 40)
Slip down 80 30)
Fall down 5{ 25)
Other 10 5)
Total 20(100)
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Table 3. Classification of fractures

Classification No. of Cases
Undisplaced Displaced Total
Proximal 1 1
Waist
Honzontal oblique 1 1 2
Tran srerse % 6 i5
Vertical oblique
Distal 2 2
Tatal 13 7 20
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Table 4. Classification of fracture by Sotto-Hall

Duration Cases (%)
Acute up to 2 wks, 14( 70)
Subacute 2 wk-6 mo. 4( 20}
O1d mare than 6 mo. 2( 10)
Total 200100
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Table 5. Associated injuries in the same limb
Injuries No.
Transscaphoid perilunar dislocation 5
Distal radius fx. 3
Ulnar styloid {. 1
Carpal bone
Triquetrum 3
Trapezium 2
Pisiform 1
Trapezoid 1
Total 16
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Table 6. Treatment method

Cases
Methed Total
Undisplaced Displaced
Conservative {cast} 6 1 7
Operative
O/R & pinning 1 7
Pianing & bone graft 1 7
Bone graft only 1 2
Total 9 1n 20
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Table 7. Method of assessment (by Maudsley)

Result Radiological Assessment Economical Assessment Clinical Assessment Pain Tender. Stiff.
Excellent  Union(+)} Normal work - - -
Good Union{ +) Slight limitation Miid - Mild
Fair Union{—) Scaphoid ; Some work avoided discomfort + Restriction in
clear no necrosis full motion
Poor Union( ) Secaphoid ; Change to lighter type Severe + Limitation

poor avascular necrosis
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No. of cases
Result X - Total (%)
Conservative  Operative
4 4( 20)
2 6( 30)
1 4 5( 25)
5( 25)
7 14 20(100)
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Fig. 2 Acute undisplaced, transverse fracture of scaphoid (A). Billiard’s view (B), Postop radiograph (C), 1 years

later, firm union was obtainded (D).



Fig. 3. Scaphoid fracture with transscaphoid
perilunar dislocation (A.B). Open re-
duction and percutaneous pinning
was done {C,D). Eight months after
operation, firm union of fracture and
no intercarpal instability are seen (I).
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Fig. 4. Subacute transverse fracture of scaphoid (A). In-

itially casting was done (B), but delayed union
was noted after 4 months (C). After bonegraft (D),

nearly complete union of scaphoid could he
obtained at follow up 1 year (E).



Fig. 5. Old untreated scaphoid fracture with cystic and
sclerotic changes (A). autoiliac bone graft and
percutaneous pinning was done (B). 1 year after
operation, firm union is seen (C).

A

Table 9. Comparison of result according to treatment modalities

Result
Treatment - Total
Excellent Good Fair Poor
Conservative 4 2 1 7
Pinning 2 3 2 7
Pinning & graf 1 4
Bone graft 1 1 2
Total (%) 4(20) 6(30) 5(25) 5(25) 20{100)
Table 10. Complications
o No. of Cases
Complications - -
Operative (No) Non operative (No} Total (No.)
Ostecarthritis - 3 3
Non union 1 1 1
Delayed union - 1 1
Total 1 4 5
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Table 11. Case sumary

No. Age/Sex Fx type Injury Treatment M. Complication Result
1 M/38 M:T,D A 1) O/R Pinning 12 nonunion P
2) bone graft 6 arthritis
2 M/20 M:T,D C  O/R bone graft 12 P
3 F/22 M:HO,D S O/R pinning 8 G
4 M/2% P:D 5  O/R pinning 16 Delayed union P
bone graft
5 M/22 M, T.U C  O/R pinning 20 G
bone graft
6 M/29 M:T,U S  bone graft 16 F
7 M/39 M:T.D S bone graft 12 G
8 M/28 M:T.U A Cast 8 E
9 M/56 M:T, U A Cast 6 G
10 M/47 M:T, U A Cast 6 G
1 M/24 M:Ho U A Cast 6 E
12 M/52 Di:U A Cast 6 E
13 M/28  Di:U A Cast 5 E
i4 M/31 M:T, U A O/R pinning 8 F
15 M/27 M:T,D A O/R pinning 6 F
16 M/42 M:T,D A O/R pinning 8 arthritis F
17 M/32 M:T,D A O/R pinning 15 F
18 M/38 M:T,D A thumb spica 6 F
15 M/22 M:T.D A O/R pinning 5 G
20 M/57 M:T,D A O/R pinning 6 arthritis P

M : Middle, P : Proximal, Di : Distal, T: Transverse, H.O : Horizontal oblique,

D : Displaced, U : Undisplaced,

A : Acute, S : Subacute, C: Chronic, E : Excellent, G : Good, F : Fair, P : Poor

IM. : Immobilization
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