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Scaphoid screws out?
x-ref Trauma
 The humble scaphoid fracture 

is still a challenge to know how 

to treat, and with a number of 

randomised controlled trials (RCTs) 

ongoing, we hope, here at 360, that 

the decision making surrounding 

treatment of scaphoid fractures 

will become more and more 

evidence-based over the next few 

years. The fi rst of these studies to 

report is from Lund (Sweden), in 

a prospective RCT evaluating the 

treatment of undisplaced scaphoid 

fractures using arthroscopic screw 

placement or conservative treat-

ment.1 The authors randomised 

patients to either arthroscopic sur-

gical fi xation or plaster immobilisa-

tion in a below-elbow thumb spica 

cast. Patients were allocated to one 

treatment modality or another and 

follow-up was achieved with both 

clinical scores and radiographic out-

comes at a maximum of six years’ 

follow-up. The authors conclude 

that in the shorter term there may 

be better clinical outcomes in the 

operatively-treated fractures, but 

the higher rates of subsequent 

arthrosis on radiographs outweigh 

these benefi ts and, as such, con-

servative treatment remains the pre-

ferred option. While on the face of 

it this is a well-designed study with 

appropriate outcome measures and 

suitable inclusion criteria, in a study 

of 38 patients where only 14 ended 

up in the operative treatment arm 

one has to ask serious questions 

about randomisation, trial design, 

and - crucially - whether this study 

could possibly have reached power 

with such unevenly sized groups. 

Sadly there don’t appear to be 

any valid conclusions that can be 

drawn from this study due to these 

limitations.

Stiff  fi ngers under 
the spotlight
 Contracture of the IP joints 

of the hand can be a tricky and 

challenging diagnosis to treat. 

Often associated with diabetes or 

enthesopathies, some are seemingly 

idiopathic. Treatment is challenging 

and, with surgical release, almost 

always futile, patients are often 

referred on to hand therapists in the 

hope that an appropriate splintage 

and exercise programme may solve 

the problem. However, the question 

remains – does it help? – and if so, 

what form of splintage is most 

eff ective? Therapists in Brisbane 
(Australia) set out to test two 

forms of splintage: static and dy-

namic orthoses in the treatment of 

proximal interphalangeal joint (PIPJ) 

contracture.2 Outcomes were 

assessed using objective measures 

of PIPJ fl exion contracture and a 

control group of standard hand 

therapy was also included. Out-

comes were assessed at a sensible 

three months following the start of 

therapy. The results were interest-

ing, with the progressive static and 

dynamic orthoses leading to an 

improvement in outcomes as op-

posed to hand therapy alone. There 

are precious few studies such as this 

looking at variations in standard 

practice – we commend the authors 

on their valuable contribution.

Trigger fi nger: is complexity 
needed?
 The ancient maxim of ‘First 

do no harm’ is as relevant now as 

it was in Ancient Greek times. As 

surgeons, we should always try 

simple things fi rst, before resorting 

to surgery – this is just as true for 

simple procedures as it is for more 

complex surgery. Trigger fi nger is 

a common and disabling problem 

where injection with corticosteroid 

is an excellent example of this non-

operative approach. Not perhaps 

as exciting or cutting edge as other 

diagnoses or procedures, however, 

researchers in Missouri (USA) have 

shared their experience in a large 

case series.3 They report the results 

of 366 steroid injections adminis-

tered for a fi rst-time diagnosis of 

trigger fi nger. The authors used 

telephone interviews to provide 

prospective follow-up and Kaplan–

Meier analysis to estimate treatment 

success. Their case series reports the 

patients up to around fi ve years of 

follow-up and the authors report an 

overall cure rate of 45% by at least 

two years or more by a single injec-

tion. These investigators went on 

to explore predictors of success for 

treatment, and were able to identify 

that sex and the number of aff ected 

digits had a profound eff ect on 

longer-term treatment success. Fe-

male patients with a single involved 

digit had a remarkable success rate 

of 56% at ten years, falling to just 

37% in male patients with multiply-

involved digits. Failure of one or 

two injections is often considered 

as an indication for surgery. The 

most common surgical approach 

employed is perhaps the simplest:  

release of the A1 pulley. However, if 

release is delayed, a secondary fi xed 

fl exion can develop at the PIP joint, 

leading to a diffi  cult-to-treat condi-

tion. Perhaps at the other end of the 

complexity spectrum, researchers 

in Pellenberg (Belgium) have 

described their approach using exci-

sion of one of the slips of FDS rather 

than release of the A1 pulley.4 This 

approach does seem more likely to 

improve outcomes in these cases. 

The authors report their experience 

of the ulnar superfi cial slip resection 

(USSR), described initially by Le Viet, 

to address this problem. This simple 

case series of 18 incidences of 

trigger fi nger with acquired 

secondary fi xed fl exion of the PIP 

joint treated with USSR is sugges-

tive of encouraging results, with 

all patients achieving full exten-

sion after the procedure. These 

two papers illustrate the diffi  culties 

with seemingly simple conditions. 

Less is certainly more, initially, but 

careful thought is often required to 

adequately address the sequelae of 

common problems when complica-

tions arise.

Do we really need to replace 
the base of the thumb?
 As orthopaedic surgeons we 

are drawn to implants. Perhaps we 

intuitively feel that replacing a joint 

must be better than merely excising 

or fusing it. Even the most naïve of 
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us would perhaps admit that the 

novelty and glamour of newer, 

technically challenging, cutting-

edge surgery has more than a little 

draw for the average orthopaedic 

surgeon. Within the realms of hand 

surgery the topic of the widely 

published, excellent clinical and 

durable survivorship outcomes 

reported in patients with hip and 

knee arthroplasties is attractive. 

There remains optimism that these 

can be replicated in the arthroplasty 

of the base of the thumb, leading 

to multiple hopeful publications. 

A review team from Zhejiang 
(China) undertook a comprehen-

sive PRISMA-compliant review of 

the literature to see precisely where 

we are with results of this invit-

ing procedure.5 The study team 

identifi ed outcome reports detailing 

results of 19 diff erent implants, with 

the majority of evidence reaching 

a mediocre quality at best, and 

describing implants which were of 

dubious reliability. The review team 

make the well-argued point that 

the results are so variable between 

prostheses and reports that making 

sense of the literature is almost 

impossible – some prostheses are re-

ported with acceptable longer-term 

outcomes beyond ten years, where 

others have unacceptably high early 

failure rates. On this basis alone, not 

to mention the lack of high quality 

or radomised data, there is little evi-

dence that the cost and uncertainty 

of these new implants off er more 

than the traditional 60-year-old gold 

standard trapeziectomy. 

Scapholunate ligament 
injuries and their treatment: 
a missed research 
opportunity?

x-ref Trauma
 Scapholunate ligament injuries 

remain poorly understood, despite 

the spotlight on their treatment and 

diagnosis. In some cases, injuries 

will be complete and second-

ary stabilising structures will be 

lost such as dorsal extrinsic and 

scaphotrapezial trapezoid joint 

ligaments. This progresses to cause 

a DISI radiograph appearance as 

the lunate extends and scaphoid 

fl exes (dissociating). This process 

is linked to the development of 

a characteristic degenerative 

wrist pattern called scapholunate 

advanced collapse (SLAC), and 

over many years this progresses 

to a disabling arthrosis. As such, 

prompt diagnosis of this type of 

injury is important and failure to 

diagnose and treat could poten-

tially be regarded as negligent. The 

wrist arthroscopic community has 

seized on this, and in many centres 

enthusiastically arthroscope wrists 

looking for scapholunate ligament 

tears. Rosales points out in ‘Clinical 

research in hand surgery’ Tenerife 

(Spain)that, despite increasing 

use, the effi  cacy has only been stud-

ied in four randomised studies with 

a median modifi ed Jadad score (RCT 

quality assessment tool 0 to 5, best) 

of 0.5.6 He draws a parallel between 

this and 50 arthroscopic studies in 

shoulders where a Jadad score of 3 

was achieved. Those studies describ-

ing experience of arthroscopically 

assessed radiocarpal joints after 

injury show a high percentage of 

patients present with evidence of 

SL ligament injuries which is rather 

concerning. Anecdotally, however, 

there is a mismatch between a com-

mon injury (e.g. wrist fracture) and 

a late-presenting SLAC wrist which 

is rare, implying informally that 

clinically it might not really matter 

if you have a low grade SL injury. 

Researchers from Derby (UK) have 

shed some more light on this with 

the reporting of a long-term follow-

up study describing the outcomes 

of arthroscopically diagnosed 

scapholunate ligament injuries.7 

Their study concerns the outcomes 

of 51 patients, all with distal radial 

fracture undergoing arthroscopy. 

In the initial series 32 patients had 

evidence of scapholunate ligament 

injury, and follow-up at a mini-

mum of 13 years was achieved in 38 

patients. Of those with a tear, there 

were ten with a complete tear and 

22 a partial tear in association with 

32 AO type C fractures. Given the 

outcomes reported here in the long-

er term (median DASH score 2/100, 

grip strength 83%) in patients with a 

complete tear (compared to 92% in 

patients with no or partial SL tears), 

the data from these authors really 

do suggest that arthroscopically 

diagnosed grade 1 to 3 injuries can 

be managed non-surgically – don’t 

let the arthroscopists upset you! 

Proximal row carpectomy 
versus four-corner 
arthrodesis

 Perhaps the most interest-

ing of a range of papers from the 

European volume of Journal of Hand 

Surgery’s special ‘meta-analysis 

edition’ caught our eye this month 

here at 360 HQ. A review team from 

Chicago (USA) turned their beady 

eyes to reporting outcomes of proxi-

mal row carpectomy (PRC) versus 

four-corner fusion, and specifi cally 

in the treatment of post-traumatic 

wrist arthropathy.8 The review team 

were able to assemble the results of 

seven studies (242 wrists reported) 

with remarkable similarity in the 

pre-operative demographics. Sur-

prisingly, the outcomes were also 

remarkably similar. The fusion group 

(as perhaps might be expected) 

had a slightly better post-operative 

grip strength, while the PRC group 

sported slightly better movement 

(mean 12°) and a lower complica-

tion rate. Like many well developed 

surgical techniques where two com-

peting options are in widespread 

use and neither has been shown to 

have the edge, it would seem that 

selecting the operation that suits 

either the patient (greater strength 

vs motion) or surgeon (experience) 

is the best choice here.

REFERENCES
1. Clementson M, Jørgsholm P, Besjakov 
J, Thomsen N, Björkman A. Conservative 

treatment versus arthroscopic-assisted 

screw fi xation of scaphoid waist fractures - a 

randomized trial with minimum 4-year follow-

up. J Hand Surg Am 2015 (Epub ahead of print) 

PMID: 25913660.

2. Cantero-Téllez R, Cuesta-Vargas AI, 
Cuadros-Romero M. Treatment of proximal 

interphalangeal joint fl exion contracture: 

combined static and dynamic orthotic 

intervention compared with other therapy 

intervention: a randomized controlled trial. 

J Hand Surg Am 2015;40:951-955.

3. Wojahn RD, Foeger NC, Gelberman RH, 
Calfee RP. Long-term outcomes following a 

single corticosteroid injection for trigger fi nger. 

J Bone Joint Surg [Am] 2014;96-A:1849-1854.

4. Degreef I, Devlieger B, De Smet L. Primary 

ulnar superfi cial slip resection in complicated 

trigger fi nger. J Plast Surg Hand Surg 2014;

48:340-343.

5. Huang K, Hollevoet N, Giddins G. Thumb 

carpometacarpal joint total arthroplasty: a 

systematic review. J Hand Surg Eur Vol 2015;

40:338-350.

6. Rosales RS. Clinical research in hand surgery. 

J Hand Surg Eur Vol 2015;40:546-548.

7. Mrkonjic A, Lindau T, Geijer M, Tägil 
M. Arthroscopically diagnosed scapholunate 

ligament injuries associated with distal radial 

fractures: a 13- to 15-year follow-up. J Hand Surg 

Am 2015;40:1077-1082.

8. Saltzman BM, Frank JM, Slikker W, et al. 
Clinical outcomes of proximal row carpectomy 

versus four-corner arthrodesis for post-traumatic 

wrist arthropathy: a systematic review. J Hand 

Surg Eur Vol 2015;40:450-457.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ENG ()
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.284 788.031]
>> setpagedevice


