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Pisiform dislocation is a rare wrist injury. The limited literature available describes this

pathology in the form of case reports. An immediate closed reduction and immobi-
lization is indicated for acute injury while there is a debate in the management of
cases with delayed diagnosis or failed closed reduction. In this case, a 32-year-old,
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Introduction

The pisiform bone is situated in the proximal row of the
carpal bones where it forms a diarthrodial synovial joint by
articulating dorsally with the triquetrum. Though it is con-
sidered as a sesamoid bone, it provides stability to the wrist.
During development, its center of ossification appears be-
tween 7, 5, and 10 years of age, and it is fully developed by
the age of 12 years. It is the last carpal bone to ossify.!

Various anatomical studies have reported complex con-
nections with a variety of ligaments. On the volar surface, the
pisiform bone is hooded by the flexor carpi ulnaris (FCU) tendon.
The other connections include the pisohamate ligament, origin
of the abductor digiti minimi, anterior annular ligament,
pisometacarpal ligament, and extensor retinaculum (=Fig. 1).

Traumatic dislocation of the pisiform bone is a rare injury
with very few cases described in the literature. In the event
of acute injury, closed reduction and immobilization can be
performed. However, there is a debate in the management on
cases with delayed diagnosis. Some authors suggest an open
or closed reduction with pinning of the unstable pisiform in
its anatomical location whereas others prefer its excision. In
this article, the authors present a case report and a compre-
hensive review of the literature.

Case Report

In November 2014, a 32 year-old, right-handed man visited
the emergency department with pain at the ulnar side of his
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right-handed man visited the emergency department with pain at the ulnar side of his
left wrist after a fall. The initial management involved immobilization, and the patient
was referred to the authors' specialized clinic 10 days later because of persistence of
important ulnar wrist pain. The choice of treatment was pisiform excision without
ligament reconstruction with excellent functional results.

left wrist after a fall from a height of approximately 1 m.
The initial management involved immobilization and oral
painkillers. Because of the persistence of the pain and lim-
ited wrist mobility, the patient was referred to the authors’
specialized clinic 10 days after the initial injury. The clinical
examination revealed a painful mass on the distal ulnar side
of the triquetrum and severely diminished wrist motion.

Radiologic imaging by plain X-rays confirmed the diagno-
sis of pisiform dislocation associated with a small avulsion of
the distal extremity of the triquetrum regarding the pisotri-
quetral ligament (~Fig. 2).

An additional imaging, by magnetic resonance imaging
(MRI), was decided to investigate any ligamentous or tendon
injury. There was no lesion of the FCU tendon or a hematoma
(~Fig. 3).

Because the authors were already at day 10 post injury,
pisiform excision was decided as the choice of treatment.
During the operation, the pisiform bone was identified
through a hypothenar incision and detached meticulously
from its ligamentous attachments (~Fig. 4).

No FCU ligamentoplasty was performed. The operation
site was closed with Donati-type sutures using Prolene
4-0 (Ethicon Inc., Somerville, New Jersey, United States).
The wrist was immobilized in an antebrachial plaster cast
for 2 weeks followed by 2 weeks in a removable prefabri-
cated wrist brace. Sutures were removed at 2 weeks while
physiotherapy was initiated at 3 weeks postoperatively. At
2-month follow-up, the patient had a full range of motion
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Fig. 1 Pisiform anatomical connections.

with no pain to his left wrist, and at 6 months, full restoration
of grip power was noted (=~Fig. 5).

The patient regained all his professional and leisure
activities at 2.5 months and was extremely satisfied with the
aesthetic and functional result (~Fig. 6).

Discussion

The authors performed a search in the most frequent-
ed medical databases. Pisiform, dislocation, and luxation
were used as keywords. In the Ovid database, 14 results
were identified of which 6 directly described a pisiform

Fig. 2 Radiologic imaging confirming the diagnosis of pisiform
dislocation.
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dislocation. In PubMed and Embase databases, the total
results were 47 and 62, respectively. However, from these,
22 in PubMed and 26 in Embase were eligible. Only articles
that directly described cases of pisiform luxation that could
be found were included. Consequently total 19 articles were
identified.?-2

Of these 19, 14 cases involved adults whereas 5 were of
children or adolescents. Fourteen reported isolated dislo-
cations, 1 dislocation fracture, whereas 2 cases were asso-
ciated with distal radius fractures and 3 had concomitant
hamate dislocation. The mechanism of injury was predom-
inantly direct impact to the pisiform region with 16 reports.
Other mechanisms included two crush injuries and one
after a cartwheel maneuver. Of these cases, 6 were treated
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Fig.4 Surgical approach identifying dislocated pisiform in hypothenar
region.

conservatively and 13, surgically. As operative procedures,
there were 1 open reduction and pining and 12 pisiform
excisions.

Traumatic dislocation of the pisiform bone is a rare injury
with no consensus for the treatment of choice. The limited
literature suggests that closed reduction and immobiliza-
tion could have good outcomes in acute injuries with correct
immediate diagnosis. However, several cases are misdiag-
nosed in an emergency setting and are identified when the
patient is referred to a specialist. In most cases, this happens
after several days because of the persistence of wrist pain
and disability.

Open or closed reduction and fixation of the pisiform
seems to have poor results with high incidence of pisiform

Fig. 5 At 2-month follow-up: with full range of motion.
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aesthetic result for the patient.

instability and recurrent dislocation. In some cases initially
treated by reduction and pining, a secondary excision was
required.

Direct excision of the pisiform seems to be the best
option for cases with delayed diagnosis. While most reports
describe a technique with a longitudinal incision, in this case
the authors used an incision along the hypothenar crease
with a good aesthetic result (~Fig. 6). Some authors suggest
that a careful ligamentoplasty should be performed after the
excision to stabilize the FCU tendon and prevent loss of grip
power."'>1821 The authors showed that careful detachment
of the pisiform bone alone could have excellent functional
results with rapid restoration of stability and strength.
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