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Subject : TFCC injury + kienböcks 

 

Dear friends and colleagues, 
 
I have a difficult case I would appreciate your comments on. 
 
20-year old male, right handed. Professional ice hockey player.  
Presented to me with ulnar-sided wrist pain after hockey injury. Clinically, completely unstable DRUJ 
but surprisingly also dorsal arthrosynovitis. 
Sent him to x-ray and MRI (images enclosed below). 
Complete TFCC rupture and strong suspicion of Kienböcks stage III A. 
 
In April, I did an arthroscopy which confirmed a soft lunate in the ulnar portion, but no visible 
fragmentation or arthritis. Complete TFCC foveal rupture.  
Thinking that this could be a traumatic oedema of the lunate, I performed an open TFCC reinsertion - 
6 week postop immobilization followed by splinting and proprioceptive rehab. Left the lunate 
untouched. 
 
His DRUJ is now stable,  with full ROM, but his MRI has shown no change in lunate appearance. 
Sadly, he is again getting dorsal wrist pain and I must treat his Kienböck. 
 
What would you advice? 
- Lunate excision with pyrocarbon implant? 
- Partial wrist arthrodesis? 
 
I feel that revascularization is out of the question due to the appearance of the bone. 
 
Sincerely 
Elisabet (Sweden) 
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Answers : 

 

 
hard case!! 
I completely agree elisabet with your first treatment choice...Now It is 
more complicated because you tretaed one part of pb and it seems that the 
kienbock exists!!! 
So, if you find normal cartilage, I think, in my opinion, that at 20yo you 
can try the vascularized bone graft revascularization associated with a 
decrease in pressure by opening wedge osteotomy of the radius 
I'll put a copy my article on the subject 
 
Maybe see you in chicago!! 
 
PS interesting cases since a few weeks!! 
 
Prof. Christophe MATHOULIN (France) 
 

 
There are two findings in an advancing lunate malacia that preclude revascularization: fragmentation 
and delamination of the hyaline cartilage from the underlying subchondral bone.  Unless one or both 
of those features is present on CT scan (not MRI) the lunate can be revascularized which is a 
preferable treatment to pyrocarbon implant and ligament reconstruction. 
 
Mark Henri (The United States) 
 

Of course i agree  
 
Prof. Christophe Mathoulin (France) 
 

 
Hi Elizabeth.  
Some years ago I would indicate a wedge radius osteotomie + a PIN denervation. NOW, after reading 
and earing  your studies about PIN denervation , I would indicate the isolated  osteomy ; It will 
improve pain.  
I have no experience in revascularization...... 
Happy to find you in this forum .  
 
Mireia Esplugas (Spain) 
 

 
Thanks for your response! 
 
Mireia - glad to hear that you've reconsidered the PIN.. 
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I saw the patient today and did a provoked fluorscopy to look at the movement of the lunate. The 
bone is showing definite signs of compression, and very likely early fragmentation in the ulnar 
portion. 
So I took a comparative study of his left hand (asymptomatic) and found a scaphoid pseudarthrosis.... 
 
See figs below - just when I thought this guy couldn't be more challenging with TFCC + kienbock and 
now this? Thoughts? 
 

 

 

Elisabet (Sweden) 
 

Elizabeth,in mu country ,Argentina Aldo Illarramendi and Pablo De Carli popularized a simple 
treatment for Kienbock, I´m sending the articles them published . hope they will be  interest you.  
best regards 
 
Clembosky (Argentina) 
 

 
Dear Elisabet 
 
If the lunate looks like you describe at arthroscopy I would suggest a radial shortening osteotomy 
with volar angular stable plate. The amount of shortening should be limited to a saw blade thickness 
taking the ulnar variance in consideration. In my experience it is not necessary with wrist 
denervation. 
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Best wishes 
 
Peter Jørgsholm (Danemark) 
 

Dear Elisabet 
With the minor articular changes I would go for vasculaeuzed bone-graft using 4-5 ext.comp 
technique. 
Best regards 
 
Anders wallmon (Sweden) 
 

Yes, Gabo, I use Aldo’s technique often. 
truly excellent….. and burns no bridges with usually good pain relief. 
hope to see many of you next week in Chicago 

 Alejandro (The United States) 
 

Hi Alex: do you obtain only pain relief or lunate bone recovery too? 
 
Riccardo (Italy) 
 

Dear Elizabet— 

Happy, indeed, to find you in this forum.  Who could be wiser than you and still reach out with 
questions?  I am certain you will receive numerous good thoughts and suggestions, but for the 
record, here are mine… 

 The Kienbock’s wrist appears from this view would appear to be doomed to a PRC…EXCEPT that the 
capito-lunate articulation appears to be narrow (chondromalacia proximal pole?) and the capitate 
does not align well over the lunate fossa.  Thus, if midcarpal arthroscopy condemns the capitates 
proximal pole, I would think best about simply offering a total wrist fusion.  If the opposite wrist has 
a poor prognosis, and other circumstances warrant, you might consider a wrist replacement using 
prosthesis of choice to preserve mobility. 

 Regarding the opposite asymptomatic wrist with scaphoid pseudarthrosis, let sleeping dogs lie for 
now.  This wrist will ultimately progress to SNAC and the options before it develops capitolunate 
chondromalacia, as well, would be PRC (although this capitates does not align well over lunate fossa 
either) or scaphoidectomy and 4 corner fusion. 

 Good to hear from you. 

Terry Whipple (The United States) 

 

Thanks for these articles- they will indeed be helpful! 



5 
 

Hope to see some of you in Chicago this week.  
 
Elisabet (Sweden) 
 
 
 
Ricardo, Illarramendi and De Carli experience shows that patients improve pain and  but illness not 
backward nor progresses. Their evaluations are in the articles. 

Gabriel Clembosky (Argentina) 

 

Caro Riccardo- 

I do not feel that I have enough cases to really answer this question sufficiently, and would defer to 
the Argentine group that has a great experience in this.  

BUT, I feel in virtually every case I have done a core decompression that I have seen great pain relief, 
and furthermore, cannot recall a case where I needed to reoperate. 

Now, I am certain that some have advanced, and perhaps I did not have the chance to reintervene, 
but I am very pleased with a technique that is minimally invasive, burns no bridges and is 

designed to give the patient an easier solution. I do combine with arthroscopy in most cases since I 
also like to stage them as per Greg Bain’s classification, and much more information is gleamed 

from the scope and can also serve to provide pain relief. 

If the patient is markedly ulnar positive, I try a shortening in most cases regardless. 

With a really collapsed,fragmented lunate, I think you lose nothing by doing the less invasive MCD 
and scope. 

see many of you in Chicago. 

or Bali/Hong Kong? 

Alejandro (The United States) 

 

giusto, caro Alex, ben detto 
  
correct Alex, well said 
  
I appreciated 
  
Ric (Italy) 


