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Abstract
Introduction Reconstruction of the scapho-lunate (SL) ligament is still challenging. Many different techniques, such as
capsulodesis, tendon graft and bone-ligament-bone graft have been described to stabilize reducible SL dissociation. If
primary ligament repair alone is not possible, an additional stabilizer is needed to achieve scapho-lunate stability. A new
local bone-ligament transfer using half of the radio-luno-triquetral ligament is performed. The direction of traction of the
transposed ligament is very similar to the original ligament. Ideal tension can be attained by fixation of the bone block at the
dorsal ridge of the scaphoid. The biomechanical stability of this bone-ligament transfer shall be examined biomechanically.
Material and methods Computed tomography imaging was performed using eight cadaveric forearms with a defined position of the wrist. Axial load was accomplished with tension springs attached to the extensor and flexor tendons. Three series
([a] native, [b] divided SL ligament and [c]) after reconstruction with bone-ligament transfer] were reconstructed threedimensionally to determine the angles between radius, scaphoid and lunate. The radial distal part including a bone fragment
of the radio-luno-triquetral ligament was transferred from its insertion at the distal edge of the radius to be attached to the
dorsal ridge of the scaphoid.
Results SL gap was widened after its transection. Average SL distance was 6.6 ± 1.6 mm. After ligament reconstruction, the
gap could be narrowed significantly to 4.2 mm (± 0.7 mm). The movement of the scaphoid and lunate showed significant
changes, especially in wrist flexion, fist closure and radial deviation. These deviations could be corrected by the bone ligament transfer.
Conclusion Reconstruction of a transected SL ligament with a bone-ligament transfer from the radio-luno-triquetral ligament reduces SL dissociation under axial load. The described surgical technique causes low donor-side morbidity and can
be considered in addition to improve stability if SL ligament suture alone does not appear sufficient.
Level of evidence Level II, therapeutic investigating experimental study.
Keywords Scapho-lunate instability · SL-reconstruction · Bone-ligament transfer

Introduction
The scapho-lunate (SL) ligament is part of the intrinsic ligaments of the wrist and forms a crescent-shaped interosseous
connection between the proximal pole of the scaphoid bone
and the lunate. According to Tottermann [1], it is the most
important stabilizer of the entire hand. Scapho-lunate ligament instability is one of the dissociative disorders of the
proximal carpal row. It is caused by a partial or complete
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rupture of the SL ligament and represents the most frequent and clinically significant carpal instability. However,
only by concomitant injuries of the secondary stabilizers,
SL advanced collapse (SLAC) may occur [2]. The surgical
treatment aims to restore the carpal alignment and kinematics of the wrist, with the ultimate goal of pain relief and
avoidance of degenerative osteoarthritis. Allthough Lavernia
et al. and Blatt [3, 4] noted marked improvement after dorsal
capsulodesis, a subsequent study by Wyrick noted different
outcomes with persisting wrist pain and SL and capitolunate angles is not markedly improved [5]. Moran et al. [6]
analyzed the outcome of different SL repair techiques, such
as Berger-type dorsal capsulodesis [7] and Brunelli tenodesis [8]. Many patients still experienced moderate to severe
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wrist pain and radiographic improvements in carpal alignment tended to deteriorate over time. Partial arthrodesis,
on the other hand, changes the kinematics and may lead
to secondary osteoarthritis over time [9–12]. Direct ligament repair is mainly reserved for the acute and subacute
SL injuries. However, quality of ligament stumps is often
unsatisfactory, so additional stabilization of the SL interval
is required. Instead of a complex ligament reconstruction,
a local bone-ligament transfer with low donor-side morbidity is desirable. In this study, we present a new, distally
based local bone-ligament transfer using the distal part of
the radio-luno-triquetral ligament. The direction of traction
of the transferred bony augmented ligament is similar to the
original ligament. The tension can be attained by fixation
of the bone block at the dorsal ridge of the scaphoid. The
aim of this study was to examine the biomechanical behavior of the carpal bones after reconstruction of a dissociated
scapholunate interval with this bone-ligament transfer.

Materials and methods
Eight fresh frozen cadaveric upper extremities (4 female,
4 male; age range 63–78 years) have been prepared as
described below after thawing them at room temperature.
Donors had voluntarily donated their bodies for scientific
purposes after their demise.
According to a similar experimental setup from Pollock, we decided to use the same weights to simulate
wrist movement [13]. Tension springs were attached to
the tendons with a predefined tension of 50 N (N). For
wrist flexion, flexor carpi ulnaris (FCU) and flexor carpi
radialis (FCR) tendons were put under tension, for radial
Fig. 1  a 3D reconstruction with
the set markers, visible only
on the ulnar side of the radius
[A,B], on the palmar side of
lunate [E], and shaphoid [G].
b Transfer of the markers to
the coordinate system: axial
view; triangle A-B-C represents
distal radius surface. D-E dorsal
and palmar lunate horns. F-G
represents proximal and distal
scaphoid pole. F-D represents
SL-Distance
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deviation FCR and extensor carpi radialis brevis (ECRB)
and longus (ECRL), for ulnar deviation extensor carpi
ulnaris (ECU) and for wrist extension ECRB + ECRL and
ECU. To simulate a clenched fist, ECU, ECR and tendons
of flexor digitorum profundus (FDP) and flexor pollicis
longus (FPL) were loaded with 50 N each. The goniometer was used, to ensure that the wrist position was always
identical in each series. Computed tomography was performed for each wrist position. The protocol was then
repeated after the SL dissection and after reconstruction
using the bone-ligament transfer, respectively. After completion of testing in all 8 specimens, CT images of the
three series ([a] native, [b] divided SL ligament, and [c])
after reconstruction with bone-ligament transfer] were
then reconstructed into 3D models using Osirix software
(Osirix Dicom Viewer 8.0, Pixmeo SARL Switzerland). In
the 3D model, virtual markers at the radius, scaphoid, and
lunate were then set at exactly the same points. To obtain a
relative fixed point, three markers were placed on the distal
radius: A; dorsal edge of the sigmoid notch, B; palmar
edge of the sigmoid notch, C; at the tip of the radius styloid. For the lunate: D; dorsal horn of the lunate, E; palmar
horn of the lunate. For the scaphoid: F; dorsal tubercle of
the scaphoid, G; tip of the distal scaphoid pole (see Fig. 1).
The markers were then transferred to a coordinate system
and the angles in three planes could be calculated. The
x, y, and z coordinates of the virtual markers were calculated using trigonometric methods (analytic geometry) to
measure the angles. Graphical method is realized by using
the software GeoGebra [14]. The relative movements of
scaphoid and lunate could be determined in the sagittal,
coronary, and axial direction. Furthermore, the distance of
the scapholunate gap was measured at defined positions of
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the wrist in flexion, extension, ulnar and radial deviation,
and fist closure.

Statistical methods
Mean values and standard deviations were calculated. Differences between the three series were calculated by use of
paired student’s t-test to evaluate statistical significance. Significance was reported as p < 0.05. Power analysis of the SL
interval difference before and after dissection with a type-Ierror value of 0.05 and type-II-error value of 0.1 indicated
that a sample size of 8 allows a power of 90%, assuming a
standard deviation of the SL interval size of 1 mm [13, 15].
Data were analyzed with SPSS 11.5 for Windows (SPSS,
Chicago, IL).

Surgical technique
Primarily, the flexor and extensor muscles were removed.
The tendons of wrist extensors (ECU and ECRB + L) are
attached with a Vicryl thread 1–0 by means of Krackow
suture [16]. Similarly, the tendon suture is performed for
the FCR tendon and the FCU tendon. In order to simulate
the closure of the fist, the FDP and the FPL tendon are sewn
side-to-side with a running suture. An osteotomy of the olecranon process of the ulna was performed at the level of the
radial head. The forearm was then fixed into the mount with
3.5 mm screws (see Fig. 2).
For the second series [b], the extensor retinaculum was
incised over the third and fourth dorsal wrist compartment
through a dorsal approach and a radiocarpal arthrotomy
was performed by splitting the radiolunotriquetral ligament
(RLT) in two halves in direction of its fibers. This exposed
the SL ligament, which was then completely transected
sharply with a scalpel followed by division of the volar radioscaphocapitate ligament and scapho-trapezial ligament to
create SL dissociation [17, 18]. According to previous studies [13, 18, 19], 100 cycles of maximal wrist extension and
flexion were performed manually after transecting the SL
ligament and its secondary stabilizers to adapt the tissue to
the SL instability which had just been created.
For the third series [c], the previously split radio-lunotriquetral ligament was detached proximally at the margin
of the distal radius with a connecting bone block 3 × 5 mm
in size using a chisel. A corresponding bone window was
removed from the dorsal ridge of the scaphoid and the boneligament transfer was fitted (see Fig. 3). In order to withstand the biomechanical tests, the bone-ligament transfer
was attached using an intraosseous 0.5 mm wire cerclage.
Under real conditions, the bone-ligament transfer would
be fixed by screw osteosynthesis. If the bone block is not
suitable for a screw, in a clinical setting, an anchor with
fibre wire, which can be inserted in the bone window of the

Fig. 2  Mounting of the cadaver arm with loaded tendons with tension
springs (50 N)

scaphoid, can be used to get enough tension to the boneligament transfer.

Results
Sagittal movement
Sagittal movement means flexion and extension of the carpal bones. In the lateral view, the scaphoid shows significant flexion after separation of the SL ligament, but only
in wrist flexion (10.0° (SD 7.1, p < 0.05)), radial deviation
(18.2° (SD 7.1, p < 0.05)), and ulnar deviation (20.5° (SD
7.7, p < 0.05). The lunate extends after destabilization of the
scapho-lunate interval significantly at clenched fist position
(5.8° (SD 4.7, p < 0.05)) and wrist flexion (8.2° (SD 6.6,
p < 0.05)).
After reconstruction of the SL-ligament using bone-ligament transfer, the scaphoid can be significantly reduced to
its original position in wrist flexion and radial deviation. The
reconstruction had no significant influence of the sagittal
movement in the other wrist positions (see Table 1).
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Fig. 3  Schematic illustration
of the bone-ligament transfer
of the radio-luno-triquetral
ligament (modified after Lutz
et al. [20])

Coronal movement
Coronal movement means radial and ulnar deviation of the
carpal bones. After separation of the SL ligament, the scaphoid experiences radial deviation during wrist flexion (8.3°
(SD 7.9, p < 0.05)) and radial deviation (37.4° (SD 12.1,
p < 0.05)). However, no difference can be seen during other
wrist positions. The lunate does not rotate in the coronal
plane after SL dissection.
After reconstruction, rotation of the scaphoid is restored
both, in flexion (p < 0.001) and radial deviation (p = 0.002).

Axial movement
Axial movement means pronation and supination of the carpal bones. Scaphoid bone experiences pronation after cutting
the SL-Ligament. This rotation can be seen best in radial
deviation (15.9° (SD 4.4, p < 0.05)) but less obvious in other
wrist positions. Whereas the lunate performs a slight supination movement after the SL ligament has been divided.
This rotation can only be detected in flexion (4.2° (SD 3.5,
p < 0.05)) and ulnar deviation (5.5° (SD 6.5, p = 0.05)).
These slight rotations in pronation and supination are
corrected after ligament reconstruction, especially in radial
(p < 0.05) and ulnar deviation (p < 0.05).

Scapholunate interval
The mean value of the SL distance, measured between the
two markers, seen across all wrist positions, showed 4.8 mm
(SD 1.2) in the native group [a]. After dissection of the SL
ligament and its secondary stabilizers [b], a SL distance of
6.6 mm (SD 1.6) was measured. This difference is statistically significant (p < 0.001). After reconstruction with the
bone-ligament transfer of the RLT ligament [c], the distance
was reduced to 4.2 (SD 0.7 mm) (p < 0.001). The mean values in the native group and reconstruction group correlate
exactly and show the same range (see Fig. 4). Remarkable
is that the SL distance in group [b] is greatest during fist
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closure, flexion, and radial deviation, but is less prominent
in extension and ulnar deviation (7.73 mm (SD 2.2) vs.
5.98 mm (SD 1.4)) (compare Table 2).

Discussion
Many surgical procedures have been described to reconstruct
SL dissociation. Garcia-Elias et al. advice, how to stage SL
dissociation and how to treat it adequately [21]. At stage 2
(complete SL ligament injury with a repairable dorsal SL
ligament), direct ligament repair and additional capsulodesis
is recommended, if surgery is performed in early stages. At
stage 3 (complete non-repairable SL ligament injury with a
normally aligned scaphoid), ligament reconstruction should
be performed, if no carpal malalignment is present. A boneligament-bone reconstruction could be one of the possible
procedures [21–23]. Deciding whether a ligament is repairable or not is not always easy. Very often the quality of the
ligament is critical for primary repair in non-recent injuries,
but there is a pronounced donor-side morbidity with a more
extensive reconstruction. Therefore, an additional stabilizer
of the sutured SL ligament is desirable.
Many biomechanical studies have investigated different
methods of SL ligament repair [13, 19, 24, 25]. The measurements were always carried out using fluoroscopy. The
angles between scaphoid and lunate were then determined
using a two-dimensional X-ray image. Static radiography
alone may miss a dynamic SL dissociation [26, 27]. Intraand interobserver reliability to recognize carpal instability
is discouraging [28]. The angles cannot be measured exactly
and measurements are only approximative. Furthermore, in
the lateral view, only the sagittal movement of the carpal
bones is considered. As we all know, carpal bones follow a
complex three-dimensional kinetic, and a two-dimensional
image is insufficient to describe this intricate motion. Therefore, a more accurate method should be used for the representation of the movement of the carpal bones. Thus, we
analyzed the movements using the 3D reconstructed computed tomography. Moreover, only a momentary situation
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Table 1  Delta angles between two series (nat = native condition,
cut = SL-ligament dissected, OP = reconstruction with bone-ligamenttransfer), mean values ± standard deviation

Scaphoid motion
Sagittal
Extension
Fist
Flexion
Radial dev
Ulnar dev
Coronal
Extension
Fist
Flexion
Radial dev
Ulnar dev
Axial
Extension
Fist
Flexion
Radial dev
Ulnar dev
Lunate motion
Sagittal
Extension
Fist
Flexion
Radial dev
Ulnar dev
Coronal
Extension
Fist
Flexion
Radial dev
Ulnar dev
Axial
Extension
Fist
Flexion
Radial dev
Ulnar dev

Δ nat-cut

p-value

Δ cut-op

p-value

6.8 ± 20.1
19.8 ± 13.8
10.0 ± 7.1
18.2 ± 7.1
20.5 ± 7.7

0.307
0.134
0.005
0.039
0.002

2.8 ± 15.5
20.3 ± 7.0
11.0 ± 10.5
19.7 ± 7.1
10.5 ± 12.6

0.170
0.073
0.000
0.003
0.067

7.7 ± 10.0
0.3 ± 8.5
8.3 ± 7.9
37.4 ± 12.1
9.9 ± 20.9

0.053
0.312
0.020
0.002
0.124

1.4 ± 7.6
8.0 ± 6.7
11.9 ± 3.9
39 ± 26.5
2.0 ± 14.9

0.435
0.158
0.000
0.001
0.404

1.1 ± 10.7
11.6 ± 15.6
0.2 ± 4.5
15.9 ± 4.4
2.7 ± 10.3

0.341
0.207
0.314
0.011
0.153

5.1 ± 6.1
14.5 ± 6.8
3.9 ± 7.6
14.1 ± 8.8
17.3 ± 6.8

0.041
0.091
0.034
0.000
0.000

Fig. 4  Mean difference of SL distance between the 3 series [a]–[c] in
all wrist positions

Table 2  Mean values ± standard deviation
8.8 ± 27.9
5.8 ± 4.7
8.2 ± 6.6
2.7 ± 12.3
6.5 ± 13.1

0.181
0.006
0.031
0.242
0.127

7.0 ± 24.2
4.2 ± 6.4
10.1 ± 6.2
6.4 ± 8.9
10.5 ± 12.6

0.303
0.053
0.000
0.028
0.177

2.9 ± 7.7
3.6 ± 9.9
0.2 ± 9.3
4.7 ± 38.5
12.8 ± 14.9

0.163
0.166
0.481
0.427
0.084

3.4 ± 9.9
7.6 ± 8.4
42.9 ± 37.5
15.0 ± 19.9
5.1 ± 14.5

0.182
0.019
0.004
0.054
0.180

2.4 ± 8.0
8.2 ± 12.6
4.2 ± 3.5
7.7 ± 10.1
5.5 ± 6.5

0.480
0.165
0.025
0.013
0.050

3.8 ± 3.6
11.2 ± 8.1
0.5 ± 8.7
3.4 ± 7.1
8.4 ± 7.2

0.093
0.086
0.222
0.017
0.004

is taken with the standard x-rays. The displacements at
different wrist positions can hardly be detected due to the
superimposition of the carpal bones with normal x-rays.
That was the reason why we carried out the analysis of the
carpal movement using 3D models, to obtain more precise
measurements of the complex, three-dimensional movement.
Our results show that after dissecting the SL ligament,
the scaphoid follows its natural movement into flexion,

SL-distance

Extension
Fist
Flexion
Radial
dev
Ulnar
dev

native [a]

cut [b]

op [c]

p [a] vs.
[b]

p [b] vs.
[c]

5.30 ± 1.2

6.39 ± 2.4

4.26 ± 0.7

0.091

0.006

4.25 ± 1.5
4.78 ± 1.6
5.15 ± 1.1

6.94 ± 0.8
6.88 ± 1.5
7.73 ± 2.2

4.25 ± 0.6
3.75 ± 1.1
4.23 ± 0.3

0.060
0.006
0.003

0.000
0.000
0.001

4.55 ± 0.7

5.98 ± 1.4

4.35 ± 0.9

0.005

0.008

especially during wrist flexion, radial, and ulnar deviation. Simultaneously, the lunate follows a dorsal extension
movement, again during flexion of the wrist, but particularly during fist closure. It’s worth mentioning that these
are relative motions to each other. We could demonstrate
that the ligament reconstruction neutralizes this abnormal
movement after a divided SL interval. During wrist flexion
and radial deviation, the scaphoid itself undergoes radial
inclination, while the lunate does not perform any particular movement in the coronary plane. This pathological
deviation could also be corrected by bone-ligament reconstruction described above. When looking at the scaphoid
and the lunate from the axial view, one will be able to recognize a pronation of the scaphoid and a slight supination
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of the lunate after an SL dissociation has been created.
Again, this effect is not observed in all wrist positions.
On the other hand, we could show that the separation
of the SL ligament and its secondary stabilizers result
in a significant increase of the SL distance in all wrist
positions. Interestingly, the SL distance increases more
during fist closure, flexion, and radial deviation. With the
radio-luno-triquetral reconstruction, the SL distance could
be restored in its original position.
Comparing other techniques like Blatt capsulodesis [4],
which create a tether form, the dorsal rim of the radius to
the distal scaphoid in order to limit scaphoid flexion, our
described bone-ligament transfer lead to a more anatomic
reconstruction, since the dorsal SL-ligament is strengthened along its original anatomy. It can be assumed that the
bone block heals well in the scaphoid under optimal conditions, thus creating a very stable bone-ligament interface.
The modified Brunelli technique as described by Talwalkar, Van den Abbeele, and Garcia-Elias [29–31], tries
to correct the flexion of the scaphoid by routing the FCR
tendon through te distal volar surface of the scaphoid and
securing it to the dorsal pole of the lunate as well as looping it around the radiolunotriquetral ligament. This method
addresses both distal and volar secondary stabilizing ligaments, as well as the SL-ligament, which is recommended
in higher stage SL instability. Our described technique
does not restore secondary stabilizers and is therefore not
suitable for chronic and static SL instability. On the other
hand, donor-side morbidity by the rather big approach
described by the modified Brunelli technique is significantly more serious than our technique.
Other authors suggest a bone-ligament-bone reconstruction to restore SL instability [22, 23]. Donor-side morbidity is again much greater than in our described technique.
In addition, the advantage over a free bone-ligament bone
graft is that the bone block is still attached on one side
with a better blood supply as well. The described technique may also be performed with a mini-open approach
together with arthroscopic-assisted SL transfixation.
Limitations of our study include those inherent in
cadaver-based studies. Cadaver specimens do not allow tissue healing to assess reconstruction durability accurately.
The age of the deceased and their degenerative changes on
the wrist may have an influence on the results, particularly
since this injury must be treated surgically, principally in
younger patients. Although we could show that the SL distance can be reconstructed very well with this technique, the
evidence for anatomical carpal alignment is more difficult to
realize. For certain wrist positions, this seems to be possible, but for others not at all. This is probably due to the fact
that the bone ligament graft does not address the secondary
stabilizers, which is not the aim of this technique.
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In conclusion, this study showed a more detailed analysis of the pathological movement that occurs in the carpal
structure after SL dissociation. Especially during wrist
flexion, clenched fist, and radial deviation, an increased
aberration of scaphoid and lunate from the native position is apparent. It can be assumed that the stress of the
SL interval is greatest in these positions. We also demonstrated that the described radio-luno-triquetral boneligament transfer restores the pathological deviations in
the corresponding wrist positions. In particular, the widened SL gap could be significantly reduced by the boneligament reconstruction.
Since the described surgical technique causes low donorside morbidity, this surgical procedure can be considered
in addition to the primary suture, if the quality of the SL
ligament is doubtful. So far, we have little experience in
the clinical use of this new bone-ligament transfer. It will
have to be demonstrated, whether SL dissociation can be
corrected in the long-term follow-up using this method. The
biomechanical results are very promising.
Acknowledgements Special thanks go to the Institute of Forensic
Medicine, University of Bern, Switzerland for the support with CT
imaging. Especially to Schwendener Nicole, who supported us with
the laboratory work.
Funding Open access funding provided by University of Bern. The
authors received no financial support for the research, authorship,
and/or publication of this article. No benefits in any form have been
received or will be received related directly or indirectly to the subject
of this article.

Compliance with ethical standards
Conflict of interest The authors declared no potential conflicts of interest with respect to the research, authorship, and/or publication of this
article.
Ethical approval This article does not contain any studies with human
participants or animals performed by any of the authors.
This study was conducted in accordance with all the provisions of the
local human subject’s oversight committee guidelines and policies of
the local ethics committee.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

Archives of Orthopaedic and Trauma Surgery

References
1. Totterman SM, Miller RJ (1996) Scapholunate ligament: normal
MR appearance on three-dimensional gradient-recalled-echo
images. Radiology 200:237–241. https://doi.org/10.1148/radio
logy.200.1.8657918
2. Watson HK, Ballet FL (1984) The SLAC wrist: scapholunate
advanced collapse pattern of degenerative arthritis. J Hand Surg
Am 9:358–365. https://doi.org/10.1016/s0363-5023(84)80223-3
3. Lavernia CJ, Cohen MS, Taleisnik J (1992) Treatment of
scapholunate dissociation by ligamentous repair and capsulodesis. J Hand Surg Am 17:354–359. https://doi.org/10.1016/03635023(92)90419-p
4. Blatt G (1987) Capsulodesis in reconstructive hand surgery. Dorsal capsulodesis for the unstable scaphoid and volar capsulodesis
following excision of the distal ulna. Hand Clin 3:81–102
5. Wyrick JD, Youse BD, Kiefhaber TR (1998) Scapholunate ligament repair and capsulodesis for the treatment of static scapholunate dissociation. J Hand Surg Br 23:776–780. https: //doi.
org/10.1016/s0266-7681(98)80095-8
6. Moran SL, Ford KS, Wulf CA, Cooney WP (2006) Outcomes of
dorsal capsulodesis and tenodesis for treatment of scapholunate
instability. J Hand Surg 31:1438–1446. https://doi.org/10.1016/j.
jhsa.2006.08.002
7. Berger RA, Bishop AT, Bettinger PC (1995) New Dorsal Capsulotomy for the Surgical Exposure of the Wrist. Ann Plast Surg
35:54–59. https://doi.org/10.1097/00000637-199507000-00011
8. Brunelli GA, Brunelli GR (1995) A new technique to correct carpal instability with scaphoid rotary subluxation: a preliminary
report. J Hand Surg Am 20:S82-85. https: //doi.org/10.1016/s0363
-5023(95)80175-8
9. Bloom HT, Freeland AE, Bowen V, Mrkonjic L (2003) The treatment of chronic scapholunate dissociation: an evidence-based
assessment of the literature. Orthopedics 26:195–203 ((quiz
204–205))
10. Meyer-Marcotty M, Redeker J, Bahr T et al (2005) Dorsal capsulodesis versus triscaphe arthrodesis in patients with scapholunate dissociation. Do the results depend on the diagnosis or the
operation? Handchir Mikrochir Plast Chir 37:97–105. https://doi.
org/10.1055/s-2004-821281
11. Fortin PT, Louis DS (1993) Long-term follow-up of scaphoidtrapezium-trapezoid arthrodesis. J Hand Surg Am 18:675–681.
https://doi.org/10.1016/0363-5023(93)90317-V
12. Kleinman WB, Carroll C (1990) Scapho-trapezio-trapezoid
arthrodesis for treatment of chronic static and dynamic scapholunate instability: a 10-year perspective on pitfalls and complications. J Hand Surg Am 15:408–414. https: //doi.org/10.1016/03635023(90)90051-r
13. Pollock PJ, Sieg RN, Baechler MF et al (2010) Radiographic
evaluation of the modified Brunelli technique versus the Blatt
capsulodesis for scapholunate dissociation in a cadaver model.
J Hand Surg Am 35:1589–1598. https  : //doi.org/10.1016/j.
jhsa.2010.06.029
14. Saha RA, Ayub AFM, Tarmizi RA (2010) The effects of geogebra on mathematics achievement: enlightening coordinate geometry learning. Procedia Soc Behav Sci 8:686–693. https://doi.
org/10.1016/j.sbspro.2010.12.095
15. Rosner BA (2006) Fundamentals of biostatistics, 6 edn. International student ed. Thomson-Brooks/Cole, Belmont, Calif
16. Krackow KA, Thomas SC, Jones LC (1986) A new stitch for
ligament-tendon fixation. Brief note. J Bone Joint Surg Am
68:764–766
17. Short WH, Werner FW, Green JK, Masaoka S (2002) Biomechanical evaluation of ligamentous stabilizers of the scaphoid
and lunate. J Hand Surg 27:991–1002. https://doi.org/10.1053/
jhsu.2002.35878

18. Howlett JPC, Pfaeffle HJ, Waitayawinyu T, Trumble TE (2008)
Distal tunnel placement improves scaphoid flexion with the
Brunelli tenodesis procedure for scapholunate dissociation.
J Hand Surg Am 33:1756–1764. https  : //doi.org/10.1016/j.
jhsa.2008.08.022
19. Lee SK, Zlotolow DA, Sapienza A et al (2014) Biomechanical
comparison of 3 methods of scapholunate ligament reconstruction. J Hand Surg Am 39:643–650. https://doi.org/10.1016/j.
jhsa.2013.12.033
20. Lutz M, Arora R, Kammerlander C et al (2009) Stabilization of
perilunate and transscaphoid perilunate fracture-dislocations via
a combined palmar and dorsal approach. Oper Orthop Traumatol
21:442–458. https://doi.org/10.1007/s00064-009-1906-1
21. Garcia-Elias M, Lluch AL, Stanley JK (2006a) Three-ligament
tenodesis for the treatment of scapholunate dissociation: indications and surgical technique. J Hand Surg Am 31:125–134. https
://doi.org/10.1016/j.jhsa.2005.10.011
22. Harvey EJ, Hanel DP (2002) Bone-ligament-bone reconstruction
for scapholunate disruption. Tech Hand Up Extrem Surg 6:2–5.
https://doi.org/10.1097/00130911-200203000-00002
23. Shin SS, Moore DC, McGovern RD, Weiss AP (1998) Scapholunate ligament reconstruction using a bone-retinaculum-bone
autograft: a biomechanic and histologic study. J Hand Surg Am
23:216–221. https://doi.org/10.1016/S0363-5023(98)80116-0
24. Hsu JW, Kollitz KM, Jegapragasan M, Huang JI (2014) Radiographic evaluation of the modified Brunelli technique versus
a scapholunotriquetral transosseous tenodesis technique for
scapholunate dissociation. J Hand Surg Am 39:1041–1049. https
://doi.org/10.1016/j.jhsa.2014.03.005
25. Payet E, Bourguignon D, Auquit-Auckbur I et al (2015) Radiographic evaluation of a novel horizontal dorsal intercarpal capsulodesis as a treatment of pre-arthritic scapholunate dissociation: a cadaver study. J Hand Surg Eur 40:502–511. https://doi.
org/10.1177/1753193414528094
26. Adolfsson L, Povlsen B (2004) Arthroscopic findings in wrists
with severe post-traumatic pain despite normal standard radiographs. J Hand Surg Br 29:208–213. https://doi.org/10.1016/j.
jhsb.2003.12.003
27. Slutsky DJ (2008) The incidence of dorsal radiocarpal ligament
tears in patients having diagnostic wrist arthroscopy for wrist
pain. J Hand Surg Am 33:332–334. https://doi.org/10.1016/j.
jhsa.2007.11.026
28. Tan S, Ghumman SS, Ladouceur M, Moser TP (2014) Carpal
angles as measured on CT and MRI: can we simply translate radiographic measurements? Skeletal Radiol 43:1721–1728. https://
doi.org/10.1007/s00256-014-1994-3
29. Van Den Abbeele KL, Loh YC, Stanley JK, Trail IA (1998) Early
results of a modified Brunelli procedure for scapholunate instability. J Hand Surg (Edinburgh, Scotland) 23:258–261. https://doi.
org/10.1016/s0266-7681(98)80191-5
30. Garcia-Elias M, Lluch AL, Stanley JK (2006b) Three-ligament
tenodesis for the treatment of scapholunate dissociation: indications and surgical technique. J Hand Surg 31:125–134. https: //doi.
org/10.1016/j.jhsa.2005.10.011
31. Talwalkar SC, Edwards ATJ, Hayton MJ et al (2006) Results
of tri-ligament tenodesis: a modified Brunelli procedure in the
management of scapholunate instability. J Hand Surg (Edinburgh,
Scotland) 31:110–117. https: //doi.org/10.1016/j.jhsb.2005.09.016
Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

13

