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Abstract

Carpal antelunar dislocations are much rarer than posterior dislocations. Their frequencies are between 3 and 6% of carpal 
perilunar dislocations. Out of 23 cases of carpal antelunar dislocations listed in the literature, there are only 11 trans-scapho 
antelunar dislocations.

Carpal antelunar dislocation and Fenton syndrome are two exceptional entities in the literature. In the case of Fenton syndrome, 
the head of the capitatum is described with a rotation of 90o to 180o. The association of these two entities remains anecdotal 
(3 cases described).

The anterior approach of carpal antelunar fracture-dislocation was recently honored. This approach offers the benefit of 
better control of associated intracarpal fractures. In our case, the fracture of the capitatum forced us to a dorsal approach. 
This approach allowed the reduction and osteosynthesis of the scaphoid satisfactorily. At 3 months, the patient has very good 

clinical and radiological results.
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Introduction

The management of carpal retrolunar dislocation is now 
well codified, whether it is the preoperative assessment or 
the surgical technique [1]. The posterior approach is often 
used in cases of carpal retrolunar dislocation. On the other 
hand, the management of carpal antelunar dislocations is 
poorly codified in the literature. The anterior approach is 
most often recommended [2]. In the case of Fenton syndrome 
(scaphocapital fracture), the head of the capitate is generally 
turned 180◦ [3], Boisgard et al. [4], Masmejean, et al. [5]). 
The authors report a case of antelunar Tran’s scapho capital 
dislocation, with the capitatum head in place. The repair of 
all the lesions was done through dorsal approach [2].

Clinical Case

He is a 22-year-old student boy, non-smoking, right-
handed, victim 5 months ago of a road accident with reception 
on his left wrist. The patient was seen late at the consultation 
after 3 weeks of the trauma. On clinical examination, there was 
a slightly edematous left wrist, painful mobility, very reduced 
in flexion-extension, preserved in pronosupination with 
reduction in grip strength. The patient underwent a standard 
radiographic assessment (Figure 1) and a wrist CT (Figure 
2) showing a fracture dislocation trans sapho antelunar of 
the carp. The patient was operated by a posterior approach 
(Figure 3), allowing reduction of dislocation, osteosynthesis 
of the scaphoid by a Herbert screw, osteosynthesis of the 
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capitatum also by a Herbert screw from proximal to distal 
and putting a luno triquetral pin removed at 6 weeks to begin 
rehabilitation. Postoperative immobilization was done by an 
antebrachiopalmary splint for 6 weeks.

Figure 1: Preoperative radiographs of the left wrist, face 
and profile.

Figure 2: CT aspect of the fracture dislocation antelunar 
trans scapho capital.

Figure 3: Surgery by dorsal approach / R * for immediate 
postoperative control.

Results

The patient was seen again in consultation, the last one 
dates back 4 months from the intervention. He presented 
no handicap in daily life. His left wrist was strictly painless. 
The wrist mobilities were 60◦ in flexion and 80◦ in extension 
(Figure 4). The pronosupination was correct since the 
trauma. Its grip strength, compared to the healthy side, is 
almost normal. On the radiological level, there was complete 
consolidation of the various foci of fracture without 
intracarpal misalignment that is to say without DISI or VISI 
and with a scapholunar angle within the limits of normal 
value (Figure 5).

Figure 4: Functional results at 3 months of surgery.

Figure 5: Control radiographs 3 months after surgery.

Discussion

Carpal antelunar dislocations are much rarer than 
posterior dislocations. The first case was described by 
Speed in 1925 [6]. The first observation dealing with the 
mechanism and the treatment was made by Aitken and 
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Nalebuff [6] in 1960. Vichard, et al. [7] reported 4 cases in 
20 years of exercise, while 61 retrolunar luxations were 
observed during the same period. Ourab, et al. [8] have listed 
3 carpal antelunar dislocations in 17 years of exercise, while 
76 retrolunar dislocations have been identified. All these data 
place the frequency of antelunar carpal dislocations between 
3 and 6% of carpal perilunar dislocations. Out of 23 cases of 
carpal antelunar dislocations identified in the literature, there 
are only 11 Trans scapho antelunar dislocations [8]. Carpal 
antelunar dislocation occurs in young adult males following 
violent trauma. This explains the frequent association 
with polytrauma which risks neglecting dislocation. Their 
mechanism of occurrence is most often direct impact on the 
hand back in palmar hyperflexion [6,9,10].

Carpal antelunar dislocation and Fenton syndrome are 
two exceptional entities in the literature. In the case of Fenton 
syndrome, the head of the capitatum is described with a 
rotation of 90◦ to 180◦. The association of these two entities 
remains anecdotal (3 cases described) [2]. The authors 
report a case of antelunar trans scapho capital dislocation, 
with the capitatum head in place [2].

Since the description by Fenton in 1956 [11], less 
than 30 cases of scaphocapital fracture have been found 
in the literature. In a multicenter study of 166 perilunar 
dislocations, Herzberg found only 4 cases of retrolunar trans-
scapho dislocation associated with a fracture of the capitate 
head and 5 other cases of antelunar dislocation [1]. Vance et 
al. were the first to try to understand the lesional mechanism 
of this entity and to classify this syndrome. There is always 
a trauma on the head of the capitatum, either directly by the 
distal radius, or indirectly by the scaphoid [3]. The proximal 
fragment of the capitatum is always moved with a rotation 
of 180◦. These authors classify 6 types of scaphocapital 
fracture according to the profile radiography. In type I, the 
lunatum, the head of the upturned capitatum and the base of 
the capitatum are aligned. Types II, III and IV correspond to 
Fenton syndrome with carpal retrolunar dislocation. Types V 
and VI correspond to Fenton syndrome with carpal antelunar 
dislocation (3 cases in the literature). In type V, the head and 
the base of the capitatum are in front of the lunatum. In type 
VI, only the head is in front and the base is aligned with the 
lunatum.

Out of 3 cases of antelunar trans scapho dislocation 
reported in the literature and treated orthopedically, only 
one case has progressed well [12]. Most authors recommend 
immediate surgical treatment for dislocations associated 
with a scaphoid fracture and for pure antelunar dislocations 
if the orthopedic reduction is imperfect [9,10,13-15]. The 
aim of treatment is to carry out an emergency reduction, 
to restore the height of the carp and to restore its spatial 
coherence. This helps prevent instability and osteoarthritis. 

The anterior approach to the carpal antelunar fracture 
dislocation has recently been brought to the fore [16]. This 
approach offers the benefit of better control of associated 
intracarpal fractures.

The review of the cases published in the literature does 
not report avascular necrosis of the lunatum, because it 
often remains in its normal position under the radius awning 
[6,7,12]. No avascular scaphoid necrosis has also been 
reported. Fernandes, et al. [12] believe that the reason is 
that the main vessels of the scaphoid are in the anterolateral 
position and are therefore not twisted in the event of lesion 
by palmar hyperflexion.

In the case reported by Wodecki, et al. [2], the capitate 
fracture requires a posterior check. This approach 
allowed the reduction and osteosynthesis of the scaphoid 
satisfactorly. In the context of the capitatum fracture with a 
fracture in the cartilaginous zone as in retrolunar dislocation, 
osteosynthesis of the capitatum from proximal to distal with 
burial of the screw heads is useful. The development of mini-
screws in recent years has greatly facilitated this technique 
[2]. 

After reduction, Wesely [17] recommends starting with 
the osteosynthesis of the capitatum to obtain a good quality 
carpal neocondyle. The excision of the avulsed fragment of 
the capitatum head formerly used is no longer required, the 
repositioning of the fragment with osteosynthesis having 
made it possible to obtain completely satisfactory results, 
thus justifying the principle of conservative treatment [18].

Conclusion

The possibility of carpal antelunar dislocation associated 
with a scaphocapital fracture should be known. As with any 
carpal perilunar dislocation, the preoperative radiographic 
assessment in traction allows the lesion assessment to be 
defined at best. The posterior approach helps reduce and fix 
the dislocation and associated fractures.
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