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Abstract
Introduction: The largest carpal bone, the scaphoid, is the
most commonly injured bone in the wrist joint. While
unilateral scaphoid fractures are quite common, bilateral
ones are rarely encountered. Existing literature on traumatic
bilateral scaphoid fractures is very limited.

Case report: We came across a young biker, who sustained
bilateral, undisplaced, scaphoid waist fractures following a
road traffic accident. He was treated conservatively with
bilateral thumb spica casts, and recovered fully in about 12
weeks after the injury.

Conclusion: Comprehensive imaging should be done in case
of suspected scaphoid fractures, as failure to do so may lead
to missed fracture. Although internal fixation reduces
healing time, conservative management with thumb spica
casts can also successfully treat undisplaced bilateral
scaphoid fractures, and the patient can attain full range of
motion within a comparable time frame. Surgical
management should be favored more in case of displaced/
unstable fractures.

Introduction
The scaphoid is the largest bone of the proximal carpal row. It

serves as a bridge between the proximal and the distal carpal
bones and transfers compression loads from the hand to the
forearm and has a major role in maintaining carpal stability [1].
The primary mechanism of scaphoid fracture is hyperextension
of the wrist beyond 95o, which commonly occurs by a fall onto
an outstretched hand [2,3]. Forced wrist extension beyond 95o

traps the proximal pole of the scaphoid between the capitate,
radius, and palmar capsule, while the distal pole of the scaphoid
moves freely [4]. The waist of the scaphoid tends to be the focus
of this stress, which leads to fractures at this site in
approximately 80% of cases of Scaphoid fracture [5,6].

The scaphoid is the most commonly injured carpal bone in
young male patients [2]. Unilateral fracture of the scaphoid is
widely known, however, isolated bilateral fractures of the
scaphoid are rare in occurrence. We came across a young biker
who fractured both his scaphoid bones during an accident.

Case Report
A 28 yr old biker presented to our casualty, with pain in both

his wrists, following an accident the day before. He was riding
his bike, when he struck a vehicle from behind, resulting in
forced dorsiflexion of both his wrists. Before presenting to us, he
had only taken an analgesic medication to lessen the pain. The
physical examination showed a healthy looking young man, in
moderate to severe pain, with tenderness in both anatomical
snuff boxes. Scaphoid compression test was positive in both
wrists. Radiological examination was done. Three views, PA view
with ulnar deviation, lateral, and oblique, were taken. No
fracture was seen in the PA and lateral views, but oblique view
revealed faint fracture lines in both scaphoids (Figures 1-3). A
computed tomography scan was done to confirm this finding, to
check the configuration and displacement, if any, and to rule out
any other injury. The scans showed bilateral, undisplaced
scaphoid waist fractures, without any associated injuries.

Figure 1: Anteroposterior view with ulnar deviation of both
wrist showing no fracture scaphoid.
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Figure 2: Lateral view of both wrist showing no fracture of
scaphoid.

Figure 3: Oblique views of both wrist showing fracture of
waist of both scaphoids.

The various methods of treatment available were discussed
with the patient: broadly, conservative and surgical. The patient
was initially unwilling for bilateral casts, as they would hinder his
daily activities, but after discussion regarding the time it will take
for the fracture to unite, and surgery and its complications, he
decided to go with conservative treatment.

He was given bilateral thumb spica casts. A check X-ray was
taken after applying the cast to rule out any displacement of the
fracture fragments. On finding that both fractures remained
undisplaced, the patient was counseled, sent home, and
subsequently followed up after 4 weeks and 8 weeks. A check X-
ray was done at 4 weeks. The casts were removed at 8 weeks
and a check X-ray showed that fracture was healing well (Figure
4). Gentle ranges of motion exercises were started. At 12 weeks
of follow-up, the fractures had healed completely (Figure 5) and
patient had achieved pain free full range of movements and was
back to work.

Figure 4: Oblique views of both wrist at 8 weeks showing
fractures are healing well.

Figure 5: Oblique views at 12 weeks showing that fracture has
healed completely.

Discussion
Scaphoid fractures are the most common of all carpal bone

fractures, consisting of 2.4% of all wrist fractures, in the United
States [7]. Bilateral scaphoid fractures, occurring simultaneously,
are uncommon, especially if traumatic. They are most often
seen as stress fractures in sportspersons and manual workers
[8].

In patients with wrist injury, anatomical snuff box tenderness
is sensitive but not specific for scaphoid fractures, as it is also
found in other conditions. Instead, scaphoid tubercle
tenderness, and scaphoid compression test (which we did in this
case) are considered more specific to scaphoid fractures [9-11].

X-ray examination of scaphoid fractures is very
comprehensive, comprising of at least 4 views– PA, lateral, semi-
pronated oblique, and scaphoid (with the wrist pronated in ulnar
deviation and the X-ray beam directed upward, at angle of 25
degrees with the vertical axis). Although, by mistake, we advised
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only three views, we were lucky enough that the fracture could
be seen in the oblique view. This is an example of how each view
is of importance in scaphoid fractures. Had we not done the
oblique view, we could have easily missed the fracture. Scaphoid
fracture can be easily missed if all the recommended views are
not done. However, the standard guidelines now are to treat a
case clinically suggestive of scaphoid fracture as a fracture, even
if it is not visible in any of the X-ray views. Such a patient should
be followed up after 2-3 weeks of immobilization with an X-ray
or a bone scan [12,13].

Conservative treatment is usually done in cases of
undisplaced/stable fractures. Our patient was special in that he
had bilateral fractures, and thus his concerns and unwillingness
for bilateral casts was understandable. However, considering
that surgeries are usually reserved for more complicated cases,
and after a discussion with the patient on the complications, we
came to a consensus: to apply casts. In a study conducted by
Saedén, comparing conservative below elbow thumb spica
treatment with Herbert screw placement, over a 12 yr follow up,
showed that union occurred in both sets of patients, and
interestingly, osteoarthritis of scaphotrapezial joint was greater
in operated patients [8]. A similar study by Clementson done on
nondisplaced or minimally displaced waist fractures showed no
difference in grip or pinch strength between the 2 cohorts
(conservatively and operatively treated), and in fact, an
increased range of motion was noted in the non operative group
[14]. Though newer techniques like arthroscopy assisted fixation
of scaphoid fractures are now available, there are not enough
data yet to compare long term results to standard methods
[15,16]. Moreover, surgical management is more preferred in
unstable and complicated fractures.

Our patient was given bilateral thumb spica casts. Though
recent studies have shown that thumb immobilization does not
have a significant effect on the outcome of the fracture, and that
a Colle’s cast may suffice [17,18], we decided to stick to the
prescribed guidelines. There is some controversy regarding the
angle of the wrist when immobilized. Some authors suggest
ulnar deviation, while some suggest 20 degrees of flexion or
extension [12]. In a study by Hambridge, it was shown that there
is no difference in union in extension or flexion, but wrists
immobilized in flexion showed greater restriction in extension
after 6 months [19].

After removal of casts 8 weeks later, patient was advised
gentle range of motion exercises and eventually, after 12 weeks,
he had attained complete union and full range of movement and
was back to work.

Conclusion
Comprehensive imaging should be done in case of suspected

scaphoid fractures. At least 4 X-ray views, PA with ulnar
deviation, lateral, scaphoid and oblique, must be ordered, and a
CT should be done to confirm displacement and other
associated bony injuries.

Treatment of scaphoid fractures is controversial. Even though
internal fixation reduces healing time, this case shows us that
conservative management with thumb spica casts can also

successfully treat undisplaced bilateral scaphoid fractures, and
the patient can attain full range of motion within a comparable
time frame. Surgical management should be favored more in
case of displaced/unstable fractures.

Message
1. All the recommended views of Scaphoid should be done as

Scaphoid fracture can be easily missed if all the recommended
views are not done.

2. Conservative vs operative treatment is equally effective in
undisplaced, stable and uncomplicated scaphoid waist fracture;
however, surgical treatment is reserved for displaced, unstable
and complicated fractures.
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