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Excision arthroplasty for trapezio-metacarpal joint osteo-arthritis - simplifying a created problem

Ulrich Mennen

International Federation of Societies for Surgery of the Hand, Pretoria, South Africa

The surgical options for the management of the osteo-arthritic trapezio-metacarpal joint are numerous, ranging from

osteotomies to suspension plasties and sophisticated prosthesis.

Of the 1086 affected hands seen, 817 where operated by the same surgeon. The trapezium is totally removed and

the first metacarpal engaged snugly between the trapezoid and scaphoid head, creating a “ball-and-socket” type

joint.

The results of 83 % of patients who were retrieved showed pain relieve in 96 % of patients, improved stability of the

thumb in 99 %, full opposition in 98 %, reduction of the MP joint hyperextension by 30°, increased widening of the

1 st web space by 27°, increase of the pinch power by 1,5 kg, thumb length shortening by an average of 3mm and

an over-all patient satisfaction (i.e. better than before surgery) of 95,8 %.

This study indicates that the results of simple excision arthroplasty without any interposition or ligamentous

reconstruction gives excellent results. It is based on the principle of creating an inherent stable but mobile joint

(ball-and-socket). All interposition arthroplasties are biomechanically unstable and therefore need additional

procedures to increase stability. We believe this is unnecessary. Long term, satisfactory results are achieved by

keeping it simple!
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Collagen organization and expression in spastic muscles from individuals with cerebral palsy

Jan Fridén , Eva Runesson, Nenad Stankovic

Department of Hand Surgery, Sahlgrenska University Hospital, Göteborg, Sweden

Collagens are the most abundant structures in skeletal muscle ECM. Collagen type I and III are the dominant

isoforms in the peri- and endomysial parts of muscle whereas the most common collagen in the basement

membrane is collagen IV. Mechanical studies of spastic muscle bundles have demonstrated a poor quality of the

ECM, indicating a lesser contribution of the ECM components to passive muscle tension than those of the healthy

muscle. The primary objective of this study was to define the possible role of collagen involvement in spastic muscle

of cerebral palsy patients and to determine whether there is any up-regulation of collagen synthesis.

Methods: Expression of different collagen types was analyzed in biopsy samples from spastic muscles in nine

children with cerebral palsy (4 – 17 years of age).

Results: Significantly higher expressions of type I, III and IV collagens were found in spastic muscles compared to

controls (12-, 4- and 2.5-fold increase, respectively). No expression difference between spastic and normal muscle

was observed in the cross-linking collagen type VI. The ratio of type I/type III RNA was significantly higher in

spastic muscle, primarily due to increased type I collagen. In addition, relative ratio between collagen type I + type

III and collagen type VI demonstrated a 5-fold increase in spastic muscle tissue.

Conclusions: These findings indicate an abnormal increase of several collagen types in spastic muscle. The increased

collagen amount may become structurally unorganized and mechanically weaker, due to insufficient amounts of

cross-linkers such as collagen type VI.
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Digital coverage with flaps from the same or neighboring digits

Zoe Dailiana

Department of Orthopaedic Surgery, University of Thessalia, Larissa, Greece

Several flaps can be used from the same or neighboring digits for the reconstruction of extensive digital defects with

exposure of tendons and/or phalanges.

Depending on the location of the defect (dorsal, volar, pulp) alternative flaps may be dissected: cross-finger flaps

and homodigital/heterodigital flaps. For distal phalange reconstruction homodigital or heterodigital neurovascular

island flaps provide coverage of the exposed phalange with skin possessing similar properties to the pulp; thus

additional shortening and painful stumps are avoided. For more proximal reconstruction (proximal/middle phalanges

and PIP/DIP joints) the cross-finger flaps are useful alternatives. Flaps from the dorsal side of the donor adjacent

digit can either cover a palmar (classic flap) or dorsal defect (de-epithelialized cross finger flap) of the recipient

digit. Apart of the superior aesthetic result, these flaps also offer a gliding layer of tissue over the tendons,

minimizing formation of adhesions The dissection of the homodigital/heterodigital neurovascular island flap although

technically more demanding, can be concluded in a single procedure, whereas cross-finger flaps must be separated

in a secondary stage.

In a 5-year period, 89 digital defects were reconstructed with the use of cross-finger and homodigital/heterodigital

flaps in 81 patients. Neurovascular island flaps were used for 63 defects of the distal phalange: 45 homodigital and

18 heterodigital, whereas cross-finger flaps were used for the reconstruction of 26 dorsal and palmar defects (16

de-epithelialized and 10 classic respectively) of the proximal and middle phalanges to the DIP joint. All flaps

survived. Functional and aesthetic results were good or excellent in 80 cases.

Knowledge of the special anatomic considerations and functional requirements of each recipient site permits the use

of the most appropriate flap from a neighboring site/digit.

 



IP31

Cerclage-Wiring-assisted fixation of difficult hand fractures

Lam Chaun Teoh , P. L. Tan, S. H. Tan, E. C. Cheong

Department of Hand Surgery, Singapore General Hospital, Singapore

Many hand fractures have multiple butterfly fragments or multiple cortical splits and/or with intraarticular extension.

In these fractures, it can be impossible to obtain fracture reduction and temporary stability to allow a stable implant

fixation to be completed. We report the result of 17 such fractures successfully treated with cerclage-wiring-assisted

stable internal fixation.

We have 17 difficult hand fractures over a period of 4 years included in this study. Ten were metacarpal and seven

were phalangeal fractures. After initial preliminary reduction, 1 to 3 gauge 28 to 28 stainless-steel wires were used

to temporarily fix the multiple fracture fragments together. In addition definitive stable fixations were achieved

using the AO principle of bridging, or neutralizing plating. Postoperatively, patients were started on active

mobilization on the first postoperative day.

All the 17 fractures united within 6 months without any loss of reduction. With a follow up of 44.5 months, The

phalangeal fractures recovered an average TAM of 229 0 and metacarpal fractures 259 0. The result were grading as

excellent in all cases.

Cerclage-wiring-assisted fixation technique is a reliable option of internal fixation for difficult hand fractures.

 



IP32

Compound flap from great toe and vascularized joint of second toe for post-traumatic thumb

reconstruction at the level ff proximal metacarpal bone

Tsu - Min Tsai 1 , You-Sheng Fang 1, Kim-Poh Ong 1,2, Huey Tien 1

1 Division of Hand and Microsurgery, Christine M. Kleinert Institute, Jewish Hospital, Louisville, Kentucky, USA

2 Division of Hand and Microsurgery, Gleneagles Medical Centre, Georgetown, Penang, Malaysia

Introduction: The purpose of this study is to describe the harvesting skills, anatomic variations and clinical

applications for thumb reconstruction using a compound flap from the great toe and vascularized joint of the second

toe. Method: Five fresh cadaver dissections were studied for clinically relevant points, including dorsal and plantar

dominance, position of the communicating branch between the dorsal and plantar system, the Gilbert classification,

and the size of first dorsal metatarsal artery (FDMA) or first plantar metatarsal artery (FPMA) to the great toe and

second toe. In addition, 3 compound flaps were performed between 1988 and 2003 on 3 patients with traumatic

thumb amputation at the level of proximal metacarpal bone. The age of the patients ranged from 14 to 41 years.

Follow-up period was eleven to twenty months. Results: The anatomic study showed that FPMA had larger caliber in

40 % of dissections, FDMA had larger caliber in 40%, and the FDMA and FPMA had the same caliber in 20%

respectively. The Gilbert classification of FDMA was 40% class I and 60% class III. The branch of FDMA or FPMA to

the great toe was generally larger than to the second toe. In the clinical applications, all three patients required a

secondary procedure to improve function following reconstruction. All patients eventually had good opposition and

motion of transferred joints with good pinch and grip power. Donor-site morbidity was minimal. Conclusion: The

advantages of this compound flap over traditional toe transfer include: 1) provides better cosmesis and two

functional joints 2) can be used for amputation of thumb at carpometacarpal joint level 3) significantly improves

functional results 4) has minimal donor-site morbidity. 5) maintains growth potential in children through transfer of

vascularized epiphyses. The disadvantages of this compound flap include: 1) technically challenging harvest 2) long

operative time.
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Vein wrapping for median nerve compression

Dean Sotereanos

Allegheny General Hospital, Pittsburgh, USA

Carpal tunnel release may lead to scar tissue formation and symptom recurrence in up to 20% of patients, even

following adequate decompression.

Several techniques, such as the hypothenar fat pad flap, local muscle flaps, and free flaps have been used as an

adjunct to revision decompression with variable success. Based on experimental studies on rat sciatic nerves, we

have used autogenous venous wrapping on selected patients with recurrent clinical and electrodiagnostic findings

combined with severe pain. Revision decompression and neurolysis of the median nerve is followed by harvesting of

a greater saphenous vein graft four to five times the length of the involved nerve segment. The graft is then split

longitudinally and meticulously wrapped around the median nerve with the endothelial surface adjacent to the

epineurium. This technique has been shown to be relatively simple and effective in preventing recurrent scarring,

improving nerve gliding and function, with minimal donor site morbidity.
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Skeletal reconstruction in severe traumatic lesions of the upper limb

Olivier Barbier

Cliniques St-Luc, Université Catholique de Louvain, Brussels, Belgium.

At the upper limb, reconstruction of severe lesions is often better than amputation but the decision rely, more than

on any score, on the experience of a surgical team. The reconstruction of the different tissues is performed with a

functional perspective and social reintegration is the ultimate goal. A precise planning of treatement is necessary in

order to reach this objective. Microsurgical techniques are now parts of each step of treatement: revascularization,

soft tissue coverage, reinnervation, bone graft and joint transfer. Revascularization and debridement of all dead

tissues are the initial and most important steps. An early coverage of the wound by well vascularized tissues by

means of local or free flaps helps to transform an open fracture into a closed one, giving the opportunity to use the

most appropriate fixation devices for the particular fracture with a limited septic risk. In our functional perspective of

treatement, rigid skeletal stabilization and reconstruction is an important and early step. Improved fracture fixation

and early mobilisation after tendon repair avoid prolonged immobilization with the expected results of severe

stiffness and tendon adhesions. In addition to soft tissue defects, severe open fractures show frequently bone

defects. The choices done for the treatment of both defects are not independent: -Multitissular reconstructions are

performed at the initial procedure by replantation or the use of spare parts. -In a revascularized environment, we

have come to favor cancellous or cortical allograft as osteoconductive material, sometimes in combination with a

joint prosthesis. -But, in case of larger defects with compromised adjacent tissue vascularity, vascularized bone

grafting is indicated. Vascularized grafts have also the possibility to include a growth plate and reconstruct

composite tissue loss in one procedure.-Shortening and distraction are other means to close a gap in bone (and soft

tissues). For joints reconstruction we perform arthrodesis, arthroplasty or vascularized joint transfer.
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Structure and activity of the FESSH hand trauma centers in Europe. Report of the hand trauma committee

audit

Thierry Dubert 1 ,Manu Sood 2

1 Clinique La Francilienne, Pontault-Combault, France

2 Chelmsford, St Andrew's Centre for Plastic Surgery, UK

The "Hand Trauma Committee" (HTC) is a committee of the "Federation of the European Societies for Surgery of the

Hand" (FESSH) dedicated to hand trauma in Europe. Created in 2004, this committee aims to federate Hand Trauma

Centers in Europe, to collect data allowing to evaluate the importance of the trauma of the hand in the whole of the

system of health and to analyze the differences and the similarities between the various European countries. This

committee does not have the ambition to impose accreditation guidelines. Two representatives of the HTC for each

country were nominated by their national boards in 20 of the 21 full members of the FESSH. These representatives -

young surgeons strongly involved in trauma - were charged to collect the data using a questionnaire in all the Hand

Trauma Centers in their country. The data could be collected in 18 of the 21 countries. These national data were

then analyzed on a European scale. We report the results of this audit with regard to the characteristics of the

centers (number, location, criteria of accreditation), of the surgeons (number, age, qualification, implication in the

surgery at night, observance of the working hours according to European legislation), the educational missions, the

composition of the teams (nurses, therapists, psychologists) and the usual methods of evaluation. A counting of the

hand trauma treated during January 2006 was recorded (true replantations, other microsurgical surgeries, complex

trauma and benign lesions). In collecting these data, the HTC points out the provision of Hand Trauma as a major

part of the global Health System in Europe.
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Enhancement of sensory relearning after nerve repair by using repeated cutaneous anesthesia of the

forearm

Göran Lundborg , Anders Björkman, Birgitta Rosén

Department of Hand Surgery, Malmö University Hospital, Malmö, Sweden

The result from nerve repair in adults is generally poor. We hypothesized that repeated cutaneous anesthesia of the

forearm would allow expansion of the cortical hand representation, hereby facilitating and enhancing sensory

recovery after nerve repair.

Patients and Methods: A prospective, randomized, double-blind study was performed in order to investigate the

effects of cutaneous forearm anesthesia combined with intensive sensory re-education on recovery of functional

sensibility after median or ulnar nerve repair. During a two-week period local anesthetic crème (EMLA®; n=7) or

placebo (n=6) was applied at repeated occasions onto the volar aspect of the forearm of the injured arm combined

with a standardized sensory re-education home program. The Model Instrument for Outcome after Nerve Repair

(Rosén and Lundborg 2003) was used for evaluation of the sensory function at regular intervals and four weeks after

the last EMLA®/placebo session, and group comparison was used to analyze the difference in outcome.

Results: The EMLA® group showed significant improvement compared to placebo in perception of touch/pressure

(p=0.04), tactile gnosis (p=0.03) and in the summarized outcome “total score” (p=0.02) after six weeks.

Conclusion: These results implicate that repeated cutaneous forearm anesthesia of the injured side in combination

with sensory re-education can enhance the sensory recovery after nerve repair. The reason is hypothetically en

expansion of the cortical hand representation in somatosensory cortex secondary to cutaneous anesthesia of the

forearm. This increased “brain space” allocated to the hand may enhance the effect of sensory re-education
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Osteotomies for distal radius malunion: Current state of the art

Diego L Fernandez

Department of Orthopaedic Surgery, Lindenhof Hospital, Bern, Switzerland

Corrective osteotomy for malunited fractures of the distal radius has become a standardized surgical procedure, but

refinements of the technique continue to evolve. Recognition of associated carpal malalignment and DRUJ

derangement is mandatory to decide whether or not additional procedures together with radial osteotomy are

necessary to guarantee a good result. The osteotomy should be performed as soon as the soft tissues show no

trophic disturbances. Early correction provides easier radial and distal radioulnar joint realignment due to the

absence of soft tissue and capsular contractures, and results in a considerable decrease of total disability. Dorsally

angulated malunions require correction of the “multiplanar” angular deformity as well as restoration of radial length.

Opening wedge osteotomies with graft interposition may be performed through a dorsal or a volar approach. In both

instances locking plates and morcellized iliac grafts are recommended. Since most distal radius plates are

pre-contoured to the volar anatomy of the distal radius, the distal fragment is automatically reduced following

osteotomy, when the plate is applied to the shaft fragment. This implies angular and rotational correction. Length

can be adjusted in laminar spreaders introduced in the osteotomy space if needed. Closing wedge osteotomies are

easier to perform. They do not require bone grafting, but a leveling procedure at the distal radio-ulnar joint is

necessary. If degenerative changes of the DRUJ are present, a closing wedge palmar osteotomy and primary

prosthesis ulnar head replacement with restoration of 0 mm ulnar variance is preferred. The role of osteotomy of an

intra-articular malunion following distal radius fracture is limited by the chronology, the fracture pattern, and the

degree of cartilage damage as well as the condition of the soft tissues. We recommend to treat simple intra-articular

malunions with minimal cartilage damage as soon as possible, otherwise a limited carpal fusion is preferable.
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Classification and current treatment of perilunate dislocation

Guillaume Herzberg

Edouard Herriot Hospita, Lyon, France

Perilunate dislocations (PLD) and fractures-dislocations (PLFD) are severe, uncommon and challenging wrist injuries.

They are characterized by an almost endless array of injury patterns and a need for surgical treatment. Despite the

severity of this injury some PLD and PLFD are still missed at the initial stage which makes surgical treatment even

more difficult. Classifying PLD and PLFD in terms of delay from injury and expected pathology is mandatory. PLD and

PLFD may be classified as acute when diagnosed within the first week post-injury, delayed between the first and

sixth weeks, and chronic after the sixth week. Some missed PLD-PLFD may be diagnosed several years after the

injury when carpal tunnel syndrome and/or flexor tendon ruptures occur. Classifying the injury pattern helps

choosing the appropriate treatment and providing a reliable prognosis because there is variability in the severity of

PLD-PLFD. This classification should be established from initial and traction radiographs. Trans-scaphoid PLFD should

be separated from pure ligamentous PLD and from PLFD with intact scaphoid. The direction (dorsal or palmar) and

degree of displacement of carpal bones (i.e. lunate dislocated from radius or not) implies different surgical

approaches and strategies. The existence of associated chip fractures of radius, ulna or carpal bones may indicate a

more severe prognosis and should be considered. The most reliable current treatment of acute dorsal PLD-PLFD is

open reduction and internal fixation of the carpal bones in order to make the ligaments and carpal fractures heal in

order to minimize post-traumatic arthritis. Advances in screw technology has improved scaphoid fixation and

lessened the immobilization period but comminution may still need the use of K-wires. Whatever the type of

PLD-PLFD, carpal ligamentous ruptures are constant and the minimal period of immobilization is 6 weeks. In terms

of approach, the dorsal approach has gained widespread acceptance, either alone or combined with a palmar carpal

tunnel approach. Arthroscopic reduction and internal fixation may be considered in the future in selected PLD-PLFD.

Late treatment may allow an anatomical repair of carpal bones and ligaments but often requires salvage procedure

that sacrifices wrist motion. Early diagnosis and appropriate surgery of these severe carpal injuries are necessary to

prevent carpal bone non-union, secondary carpal instability and post-traumatic arthritis.
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Chimeric therapeutics a supportive therapy in composite tissue allograft transplants

Maria Siemionow , Aleksandra Klimczak, Sakir Unal, Galip Agaoglu, IlkerYazici, Anna Jankowska, Michal Molski

Cleveland Clinic, Department of Plastic Surgery, Cleveland, OH, USA

Hand transplants hold great potential in a clinical practice of reconstructive surgery. The bone component of the

hand may contribute to tolerance induction. We assessed migration of immature (CD90) bone marrow cells (BMC)

and role of osteopontin (OPN) in hematopoiesis following vascularized bone marrow transplantation (VBMT) across

MHC barrier.

We found that VBMT across a MHC barrier under 7-day of a b-TCR/CsA protocol facilitated chimerism via migratory

potential of and engraftment of immature BMC cells between donor and recipient compartments as early as day 7

post-transplant. Active donor bone hematopoiesis correlated with high chimerism in peripheral blood. Two-way

trafficking between donor and recipient BM compartments was confirmed by the presence of recipient cells

CD90(RT1 l) within the allografted bone with peak level at day 21 post-transplant (16.2%-25.7%). At day 63

upregulation of OPN correlated with allografted bone fibrosis. Donor CD90(RT1 n) cells (3.5%-4.0%) were present in

recipient bone and correlated with chimerism maintenance. Donor-derived cells were detected within recipients’

lymphoid organs.

The results achieved after VBMT suggest that the presence of donor cells within recipient BM contributed to

chimerism maintenance. To further test the role of chimeric cells in tolerance induction we have created chimeric

animals as a source of the chimeric cells for adoptive immunotherapy. This was achieved via intraosseous

transplantation of donor-origin BMC cells LBN (RT1 n+l) or ACI(RT1 a) into naïve LEW(RT1 l) animals, followed by

purification of chimeric cells from the BM compartment of LEW recipient by MACS-sorting technique. Adoptive

transfer of purified chimeric cells into naïve LEW rats was applied as a supportive therapy during vascularized skin

allograft transplantation under 7-day protocol of αβ-TCR/CsA therapy. This resulted in 150 days survival of skin

allografts without chronic immunosuppression.

In summary, immunotherapy with donor-origin chimeric cells support allograft acceptance in CTA transplants. This

approach may serve as a new therapeutic modality for tolerance induction in CTAs.
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Twenty years of experience with Swanson total wrist arthroplasties: Long term results in a series of 128

patients

Mario Igor Rossello , Ombretta Spingardi, Emanuele Pamelin

Centro regionale di Chirurgia della Mano, Ospedale S. Paolo, Savona, Italy

Introduction: The long term results with Swanson total wrist arthroplasties were examined in a series of 128

patients operated by the author in the last 20 years; 94% of them were affected by rheumatoid polyarthritis, 6% by

different types of degenerative arthropaties; all the cases underwent the same criteria of preop evaluation, surgical

technique, postop treatment and result evaluation protocol, representing an omogeneous and conspicuous series:

we think these results should be considered a concrete assessment of the technique.

Methods: the crucial points and skills of the technique used in all cases are described, and are reported the results of

55 of the cases with a follow-up from 20 to 10 years (av. 12,5 years), evaluated with a protocol including ROM,

Carpal height and offset, pain suppression and subjective appraisal; a comparison between preop Larsen stage and

results is also forwarded.

Results: 18 cases (34,5%) were classified excellent or good, with implant survival and a satisfying functional and

subjective result, even with an X-ray poor appearance; 23 case (40,2%) were classified fair, with significant loss of

ROM and unconstant pain recurrence; 14 cases (25,3%) were classified poor, with wrist collapse, poor ROM and pain

recurrence: in 6 cases was found a spontaneous implant destruction and in 4 a post-traumatic breaking; 12 patients

of this group underwent secondary surgery with a new implant, and only 2 were operated with an arthrodesis. The

comparison between preop Larsen stage and results revealed that the best results were achieved in stages 2 or 3,

the worst in stage 5.

Conclusion: the technique in our opinion is still an excellent, safe and durable answer to the problems of these

low-demanding patients. A proper surgery is fundamental to get good results, as a correct postop treatment and

ergonomic teaching of the patients.
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Scaphoid blood supply – How critical is it for fracture union?

Nicholas D Downing

Queen’s Medical Centre, University Hospital, Nottingham, UK.

There is currently much debate regarding the benefit of acute scaphoid fracture fixation. Approximately 85% of fresh

fractures will unite if treated non-operatively. Is it possible to predict which scaphoid fractures will not unite? It is a

widely held belief that the blood supply to the scaphoid is a critical determinant of fracture union and that poor

proximal fragment blood supply predicts failure of union of acute fractures and failure of non-union surgery. The

appearance of increased density of the scaphoid proximal pole is believed to reflect poor bone vascularity and be a

poor prognostic sign for union. Recent focus has turned to developing vascularised bone grafting techniques to

enhance union rates of scaphoid non-unions. How critical is scaphoid blood supply for union? Is it possible to assess

scaphoid blood supply non-invasively and predict which fractures and non-unions will not unite? What does the

appearance of changes in radiographic scaphoid bone density mean? Non-invasive measurement of bone blood

supply is possible using Gadolinium enhanced dynamic MRI scanning. In Nottingham, UK, we have investigated the

usefulness of this tool as a determinant of scaphoid blood supply and predictor of union of both acute fractures and

non-unions. The relevance of apparent changes in bone density of the scaphoid as seen in plain radiographs has also

been investigated. Scaphoid blood supply measured non-invasively is a poor predictor of the outcome of scaphoid

fracture management and cannot be used to guide our management. The reasons for failure of scaphoid union are

complex and multifactorial.
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Custom made key grip construction in high level tetraplegia

Yves Allieu 1, Giorgio Pajardi 2

1 Institut Montpelliérain de la Main, Montpellier, France

2 Multimedica, Centro Studi Mano, Milan, Italy

Erik Möberg laid the foundations of functional surgery of the upper limb in high level tetraplegia. He described the

“Key Grip”. The simplicity of the surgical technique as he described it does not however permit it to be adapted to all

situations. Thanks to our 30 year old experience in functional surgery of the upper limb in tetraplegia, we modify

this basic concept in each case. Restoration of this termino-lateral pollici-digital pinch must take into account:

- not only the level of the neurological injury (Groups GI and GII of the international classification), but also the

extent of the lesional medullary segment (presence or absence of an active sub lesional segment) and the thenar

muscle tone

- not only its closing but also opening.

In order to perform a “Key Grip” we must consider:

- Its activation depending on the level of tetraplegia

By wrist extension: (and FPL tenodesis): “Passive key grip”:

- Active wrist extension in group II

- Brachioradialis transfer to the ECRB (Group I)

By brachioradialis to FPL transfer: “Active key grip”

- Thumb column positioning depending on the extent of the lesional segment.

- IP, MP, CM, Thumb stabilisation (tenodesis or arthrodesis)

- The Key grip is custom made following these parameters and the patient’s wishes
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Reconstruction of cleft hand with severely narrowed or syndactylised first web

Minoru Shibata

Division of Plastic Surgery, Niigata Medical and Dental Hospital

Cleft closure and creation of the supple first web are crucial combining procedures for the reconstruction of the cleft

hand deformity both to attain better appearance and to maintain good hand function. Manske and Hallikis proposed

five degree classification with the attention focusing on the first web condition to decide surgical procedures.

Type II-B has severely narrowed first web space and actually no space for type III( Syndactylized web) , type IV

(Merged web) and type V(Absent web). Reconstruction of the adequate first web space for the cases with the first

web space narrowing severer than that of type II-B is technically demanding. Type III contains more difficult

problems as it requires simultaneous separation and widening of the severely syndactylized web space and closure

of the cleft. Reconstruction for the type IV and V is usually directed for the better function and not for the

appearance. Snow-Littler’s procedure is an elegant method applicable also to the reconstruction of type II-B or III

cleft. The pedicled flap in this procedure utilizes redundant tissues for the coverage of the widened first web without

discarding the soft tissue created by the closure the cleft.

We reconstructed type II-B combined with merged duplicated thumb or with ulnar side cleft, and type III. Although

these reconstructions required touch-up surgeries, the created first web provided prehension using thumb and

improved appearance. Even in these types with severe deformity, the thumb is usually equipped with well

functioning thenar muscles. This basic anatomy encourages us to create the first web and soft tissue coverage using

pedicled flap from the cleft.

We believe these procedures can convert prehension using digits oppos able with the cleft to that with well mobile

slimmed thumb opposable to fingers with cleft closure. The detailed procedures and the results will be presented.

 




