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ABSTRACT

Background: Hamate dislocation is a rare injury resulting from high energy trauma of the hand. Isolated or
combined with other injuries, volar or dorsally dislocated should be recognized and treated so as to restore
anatomically adjacent carpal bony structures. Treatment can be closed or open with internal stabilization.
Physiotherapy should follow until satisfactory joint motion and hand grip strength is achieved.

Case Report: We present an isolated volar hamate dislocation, with simultaneous ulnar translation of the
fourth and fifth metacarpal bones, following a crush injury due to high pressure hydraulic machine. To the
best of our knowledge, no such a case has been described. During open surgical exploration hamate was iden-
tified intact and was pinned to adjacent bones with Kirschner wires. Following intense physiotherapy the pa-
tient returned to previous level of working activity.

Conclusion: Open reduction and stabilization with K-wires can be an effective and definite surgical treat-

ment in complex dislocations of the hamate.
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Introduction

Isolated hamate dislocation was first described by
Buchanan in 1882 [1]. As considered a rare medical
case, combination with associated carpal or meta-
carpal traumatic injuries makes it even rarer. Usual-
ly it results from a high energy injury. We currently
present a volar dislocation of the hamate, associat-
ed with carpometacarpal subluxation of the 4" and
5% metacarpal.
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Case presentation

A 50 years old carpenter presented to the emer-
gency department, following an open crush inju-
ry of his left hand and carpus that he sustained four
hours prior to his arrival, caused by high pressure
hydraulic machine similar to a punch press. He did
not report any other injuries and was otherwise
healthy. Full thickness, open lacerations were no-
ticed at the thenar and hypothenar regions, as well
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Fig. 1 Anteroposterior X ray of the left hand. Diastasis
at the base of the 3th and 4th metacarpal and absence of
the hamate is noticed

as at the dorsal side of his thumb and wrist. Edema
and numbness were detected on clinical examina-
tion. The patient was not able to move his joints pe-
ripheral to the carpal joint, due to imperative pain,
while there was slow-running blood flow in all dig-
ital vessels as confirmed by Doppler examination
performed. Plain anteroposterior and lateral x rays
revealed a complete volar dislocation of the hamate
and ulnar dislocation of the ring and small finger
(Fig.1). Computed tomography (CT) scan was un-
available at that time due to technical issues, so the
patient was directly transferred to the operating
room for surgical management.

Under general anesthesia a dorsal approach
through the 3 and 4™ extensor compartment was
performed, the retinaculum was dissected in a rec-
tangular shape, with its base on the radial side, and
extended the open wounds regions. The hamate
was identified. No fracture of the hook was noticed.
After the anatomical reduction of the hamate, carpal

instability was detected, due to the subluxation of
the 1,37,4™, and 5* carpometacarpal joints. Reduc-
tion and stabilization was achieved through k-wires
fixation. The hamate was pinned directly to the cap-
itate, the capitate to the scaphoid and the 1% raw
(Fig. 2 a,b). Gilula’s arc was restored anatomically.
No neurovascular injury was detected. Complete
rupture of the extensor indicis and the extensor
digitorum communis was restored anatomically.
Wounds were closed as per standard approach and
a palmar plaster cast was applied in neutral posi-
tion for maintaining the restoration and for soft tis-
sue healing.

The patient received intravenously dispersed an-
tibiotics for 4 days switched to oral delivery, for 10
more days right after his discharge from the hospi-
tal as per standard protocol. No complications were
documented postoperatively. K-wires were retract-
ed 6 weeks postoperatively and a night splint was
utilized for additional 6 weeks (Fig. 3) following in-
tense physiotherapy. At the 1 year follow up, range
of motion in all joints was almost painless and sat-
isfactory as well as the grip strength. At that time,
minimal radiographic changes of arthritis affecting
the 4™ and 5" carpometacarpal joint were noticed.
The patient did not return for further follow up.

Discussion
Dislocation of the hamate was first described from
Buchanan in 1882. [1] It is a rare injury and is usu-
ally associated with severe trauma, predominantly
among manual workers. [2, 3] Volar dislocation is
slightly more often than dorsal. It can be an open or
closed injury [4], isolated [5] or combined with met-
acarpal or other carpal bone dislocation ® or even
fracture. Our patient sustained a crush injury, fol-
lowed by an isolated dislocation of an intact hamate
bone. Simultaneous fracture of the hook of the ha-
mate is unusual. Garcia-Elias described a classifica-
tion for carpus dislocations, according to which the
hand was divided in two columns, the radial and
the ulnar one.” Injuries were classified as axial-ra-
dial, axial ulnar and axial-radial ulnar.

Possible mechanism of injury is still controver-
sial. Pisohamate, capitohamate and intracarpal lig-
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aments provide rigid stability. Forces can be trans-

mitted directly or indirectly. Volar dislocation with
ulnar translation of the metacarpals probably oc-
curs when the hand while being in flexion with ul-
nar deviation, the force is transmitted axially. ¥ On
the other hand fracture of the hook of the hamate
occurs in plantar fascia’s injury, though in our case
not presented as expected.

A gap between the capitate and the pisiform is di-
agnostic in the hamate dislocation in the anteropos-
terior radiograph of the hand, while on the lateral
film volar or dorsal translation can be easily noted.
When fracture of the hamate is suspected, oblique
and carpal tunnel views are diagnostic.? Albeit
CT is more accurate, it should be performed only if
the condition of the patient permits to do so. Addi-
tionally, it is rather helpful in revealing stress frac-
tures, fractures of the hamate hook or small osteo-
chondral lesions.

Reduction might be closed or open.” Closed manip-

Fig. 2a,b Anteroposterior and lateral view
immediately postoperatively

Fig. 3 Anteroposterior radiograph at 3 months
follow up visit

ulation under general or local anesthesia, followed by
casting for 6 weeks, is a successful choice in some cas-
es.>!0 In our case surgical management was indicat-
ed, due to the extensive laceration of the palmar hand.
When closed reduction fails, or in cases of open frac-
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ture-dislocations, open reduction and internal fixation
is the treatment of choice. The use of K-wires in stabi-
lization, for a period of 6 weeks, is simple and accu-
rate. Our patient is one of the few ever managed with
open reduction and K-wires fixation. Excision of the
hamate has been also reported, especially when the
ulnar nerve is under intense pressure by the dislocat-
ed carpal bones, with good clinical results. ¥ Intense
physiotherapy should always follow until range of
motion and grip strength get restored.”)

1. Buchanan JG, Luxation of the Unciform Bone. Med and
Surg Reporter 1982; XLVI: 418.

2. Garcia-Elias M, Dobyns JH, Cooney WP, Linscheid RL.
Traumatic axial dislocations of the carpus. | Hand Surg
Am1989;14: 446-457.

3.  Awan BA, Robertson GA. Hamate Bone Dislocation: A
Case Report. | KAU MedSci 1999;8: 117-123.

4.  Garcia-Elias M, Abanco J, Salvador E, Sanchez R. Crush
injury of the carpus. ] Bone Joint Surg Br 1985;67: 286-289.

5. Azar GA, Shaw TS, Stefanides N, Denton JR. An Isolated
Perihamate, Transtriquetral Fracture-Dislocation: A Case
Report. Am | Orthop 2007; 36: E97-9.

6.  Gainor BJ. Simultaneous dislocation of the hamate and pi-

Conclusion
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To tpavpatiko eSapbpnpa ToL AYKIOTP@@TOL 00TOL TOL KAPIIOL aIoTeAel omavio Tpavpatiopo. [lpénet va ava-
YVOPICETal Apeod yia v EyKAlp1) XEYPODPYKT) AIIOKATAOTAOT £ite 0G pepovapéve) PAApP) ette oe cOVOLAOHO
e aAAeg ovvOeopikeg PAaPeg Tov kaprov. H avtipetaomnion tov tpavpatikod eSapbprjjpatog Too ayKlotpaton
IIPAYHCATOIIOLELTAL PIE aVOLKT| I) KAgtotr) Sradeppiikr) ooteoovvOeon. [Tapovoidletal mepintmon Tpavpatiko ma-
Aapiaioo eSapOprjpatog Tov ayKIoTPHTOL 0OTOL TOL KAPIIOV H1e CLVOOO MAEVIA PETATOINON TOD TETAPTOL KAl
IIEPITTOD PETAKAPIIIOD MG ATIOTEAETHA KAPIIO-PETAKAPITON eSapOpripatog

AEEEIX KAEIATA: aykiotp®to ootoov, e§apfpnpa, kapmopetaxkapmo eSapOpnpa
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