
Appendix 2 Open-ended responses 

Title The current role of arthroscopy in traumatic wrist injuries: an expert survey  

 

Responses have not been edited. 

 

 

Responses regarding general questions 

 

Q1.  Diagnostic and therapeutic outcomes of wrist arthroscopy following trauma strongly depend on the 

experience of the surgeon. 

Q2.  Most surgeons performing wrist arthroscopies have the appropriate qualifications and experience. 

Q3.  Most centres performing wrist arthroscopies have appropriate equipment and trained surgical staff. 

Q4.  In general, wrist arthroscopy is a well-known and validated technique. 

Q5.  Wrist arthroscopy is a procedure with considerable risks. 

Q6.  There is enough evidence regarding wrist arthroscopies for the diagnosis of traumatic injuries. 

Q7.  There is enough evidence regarding wrist arthroscopies for the treatment of traumatic injuries (in 

general). 

 

Remarquable tool for wrist surgery 

For question 5: risks are mainly correlated with surgeon experience. 

reliability of arhtroscopic findings need to be evaluated 

Use of dynamic wide awake wrist arthroscopy under walant is a technique I’m interested in to allow dynamic assessment of 
ligamentous injuries (ie a dynamic rather than static Gissler grade) 

Questions on results of repairs of ligaments and TFCC as opposed to no treatment or debridement are not clear yet. 

Low evidence for treatment. 

There is a lack of mid- to longterm outcome studies following the treatment of traumatic injuries using arthroscopic methods, especially 
more recent techniques, for instance, arthroscopic capsular SL-repair (e.g., Mathoulin  or Haerle Techniques). For TFCC, there are no (or 
very few) studies comparing outcome between techniques, or looking at more recent techniques such as all-arthroscopic suture anchor 
(Atzei) or one-tunnel. 

IN RELATION TO THE QUESTIONS 6. AND 7. In my opinion, there are findings in the wrist arthroscopy that cannot always be classified as 
pathological and therefore if the diagnosis is not entirely correct neither will the treatment 

Question #7: whether or not the surgeon can effect a superior result with the tool of the arthroscope depends entirely on how 
effectively the surgeon can wield that tool as well as overall surgical skill.  An elite surgeon can achieve a better result aided by the tool 
of being able to see clearly inside the joint, but a less skilled surgeon will not produce any better of a result despite the help of an 
arthroscope. 

I have currently difficulties in my center to perform wrist arthroscopies, due to issues in hospital organization. So, although I have a 
great experience, my habilities have lessened. 

We are still determining the value of arthroscopic in distal radial trauma.  Undoubtedly it produces better reduction in intra-articular 
distal radial fractures, but this has not been shown to improve outcomes so may be both unnecessary more time consuming and more 
expensive.  Seeing a TFCC injury or S-L  / L-T on arthroscopy with these fractures may make treatment worthwhile, but the evidence is 
not there yet, so this questions the value of wrist arthroscopy for fractures.Using wrist arthroscopy to understand ligamentous and 
fracture patters may carry and advantage, but most of the time these injuries can be noted on plain X-rays, CT scans, MRIs etc. 

the problem is a good tool but handle by people without much knowledge, making the arthroscpe a dangerous tool 

Wrist arthroscopy can be very helpful in many situations, but there aren't data demonstrating the superiority over open surgery. On the 
opposite arthroscopy is often used to bill more to the patient and to treat injuries taht would heal spontaneously. 



 

Responses regarding the diagnostic value of wrist arthroscopy 

 

Q1.  Wrist arthroscopy following wrist trauma should only be performed after conclusive imaging 

modalities (CT, MRI, X-ray). 

Q2.  Wrist arthroscopy is the preferred diagnostic modality for acute (<3 months), post-traumatic wrist 

pain or dysfunction. 

Q3.  Wrist arthroscopy is the preferred diagnostic modality for chronic (>3 months), post-traumatic wrist 

pain or dysfunction. 

Q4.  Wrist arthroscopy is the preferred diagnostic modality for non-traumatic, unexplained wrist pain or 

dysfunction. 

Q5.  Wrist arthroscopy is better for diagnosing TFCC injuries than MRI of the wrist. 

Q6.  Wrist arthroscopy is better for diagnosing scapholunate (SL) ligament injuries than MRI of the wrist. 

 

5-6  Artho CT is the best and advocated before arthroscopy 

Wrist arthroscopy should only be performed after full clinical and xray appraisal 

In my opinion, wrist arthroscopy is the gold standard for diagnosis in the cases of post traumatic wrist pain ( both acute and chronic). 
Advanced imaging ( MRI and arthro-CT scan) false negative are possible, in particular in chronic cases of post traumatic ligament injuries. 
Wrist arthroscopy provides direct visualization and dynamic examination . 

wrist arthroscopy is better at diagnosing ligament/tfcc injuries - but its cost both financial and in terms of potential for harm make it NOT 
a 1st line tool but a 2nd line tool after appropriate imaging 

It depens on the Radiologist you work with. At the Clinic where I work, I am very lucky to have a very skilled radiologist who is capable to 
see small changes on the MRI image 

For Question 2 to 3 to me an MRI is always the first step 

MRI is dependent on the quality of the machine, adjustment of the technique and experience of the radiologist. 

Arthroscopy is invasive, so for diagnostic purposes must remain a 2nd option if imaging modalities are non conclusive. It provides a 
dynamic assessment for ligament injuries that is however difficult to achieve by other means. I personally use it for diagnostic purposes 
only in patient with strong clinical presumption with inconclusive or discordant imagery. For surgeon in the beginning of the learning 
curve, repair often need some preparation and it may be difficult to perform the repair of a lesion that was not planned beforehand. It 
also remain unclear in acute trauma which lesions really need to be repaired 

ArthroMR evaluation may be helpful before surgical methods 

there is no defence in our medicolegal system if you do a wrist arthroscopy without first doing an MRI arthrogram. even though the 
complication rate is low the risk is still there and MRI will always be needed as well. Therefore the wrist arthroscopy cannot be the 
primary investigation as it is an invasive procedure 

Wrist arthroscopy is more accurate in the diagnosis of TFCC and SL ligament injuries. However, the clinical data is the most important for 
the diagnosis and there should be image exams done prior to the artroscopy.  As a pure diagnostic tool  it is invasive and should carried 
last. Despite the advantage of being able to perform treatment in the same intervention, pre op exams allow for a better pre op plan. 

It is very difficult to give a ‘general’ that applies for every individual patient.Since wrist arthroscopy ( although minimal) is still an invasive 
procedure, I always perform some kind of noninvasive diagnostic exam before deciding for the arthroscopy. 

MRI or CT scan (injected) are very good exam depending on the quality of the exam and the radiologist. Most of the time diagnosis of SL 
injury can be performed before arthroscopy. 

Question 1: Imaging should always be performed, but does not have to be conclusive for a given condition (they are often wrong 
compared to what findings you do at arthroscopy). History and examination is also important for the decision to scope.Q2 and 3: The 
BEST diagnostic modality, but imaging will be undertaken as neededQ4: will try non-operative modalities (MRI) 

The role for arthroscopy in the acute setting is controversial. After non-invasive diagnostics, many major injuries can often be ruled out 
and the condition heals with appropriate conservative treatment and physiotherapy. Especially TFCC-injuries. Arthroscopy comes in when 
conservative treatment fail. 

I indicated that I disagree with the statements that wrist arthroscopy is the preferred diagnostic modality in questions 2,3, and 4, 
although I believe that arthroscopy is superior to MRI in diagnosing TFCC and SL tears. However, I feel imaging studies (and if it is only x-
ray) should always be conducted first. If there is obvious pathology on x-ray (e.g. SL_gap) or gross instability in the case of TFCC, I would 
go straight to arthroscopy. But if clinical signs are les obvious and xray is normal, I would prefer MRI first in most cases. 

Question 4: only with high a priori change of intra articular pathology 



I think wrist arthroscopy is not the first but the most helpful tool in diagnosis acute as well as chronic wrist lesions. MRI depends on 
equipment but in my experience more for excluding than for confirming 

In my opinion, the absence of pathological findings in diagnostic imaging studies does not exclude that they may be found during wrist 
arthroscopy and it will always be performed after adequate clinical examination. When performing any diagnostic test, including WA, 
some prior presumptive diagnosis should be kept in mind regardless of the time elapsed since the onset of pain. 

MRI shows an image of the reality, Arthroscopy shows the reality... 

It depends on the availability of imaging, especially in acute cases where the 1 month deadline is important. 

In my reality, sometimes a MRI is dificult to do in post traumatic cases. So when i have a clinical strong suspicion, i do an arthroscopy 
even without mri. In chronic cases, although I strongly follow de clinical exam to decide if i do an arthroscopy or not, i like to have a mri to 
exclude some extra articular pathology 

A Contrast-enhanced Magnetic resonance is an excellent tool to study wrist ligament injuries 

MRI and CT scans have false positive and false negative rates.  Actually seeing the structures with an arthroscopy represents a gold 
standard.  The question is whether this is necessary - and that is why MRI and CT are non-invasive and valuable first line investigations 
before arthroscopy is performed.  They can also point the way to what injuries are present so that the arthroscopy becomes easier to 
interpret, and planning for fixing particular structures can take place (getting the appropriate time/kit etc.) 

Wrist arthroscopy should always be done AFTER MRI, MRI arthrography or X-ray 

I don’t think WA is the preferred diagnostic modality because I think to start with radiologic examination before. I’m sure that only WA 
can correctly estimate ligament injuries 

following cliniccal examination, x-ray is done first, then according to the findings, eventual CT or MRI, and then eventually arthroscopy 

I think this is the wrong approachThe diagnosis is made usually before the procedure, and the arthroscopy is a therapeutic event, If the 
diagnosis is not clear then I would perform further  investigations to define the anatomical pathology and then consider the arthroscopy 

I don’t usually use arthroscopy as a diagnostic tool. Nowadays mri arthromri and scanner disponibility give most of cases a previus 
diagnosis to focus surgery. 

physical examination is the key to decide if an arthroscopy should be done before 3 or after 3 months. For example, any doubt about a SL 
should promt arthroscopy ASAP. 

MRI is not a good option, arthro CT Scan is preferable 

I frequently encounter significant TFCC and SL pathology that has not been detected on MRI. In a patient with ongoing symptom and 
positive localising signs for SL or TFCC pathology, and a normal MRI, I would not hesitate to proceed with arthroscopic evaluation and 
treatment. 

Qu.1 - MRI not always necessary but x-ray should be performed as a minimum 

 

 

Responses regarding the therapeutic value of wrist arthroscopy 

 

Best treatment option for.. 

TFCC 1A depends on the patient, if minor physiotherapy, if non resolved with PT, surgical debridement , arthoscopic 

First: physiotherapy and infiltrationsIf resistent: arthroscopic debridement 

Immobilisation, rest, physiotherapy, steroid infiltration, then arthroscopic debridement if no response after 
months. 

if symptomatic, first steroid injection. If no or only temporary improvement, arthroscopic debridement 

Depends on symptoms. If patients are pain free - no treatment is required 

I only perform wrist arthroscopy on the patients who do not improve with conservative measures. Most of them 
do not need surgery 

... time. 

initial non operative treatment, only if persistent pain arthroscopic debridement after interval of 6 month 

1st conservative treatment. If it does not work, then arthroscopic debridement 

First physioterapyAnd ir doesn’t work, arthroscopic debridament  

corticostéroïdes injection  

a short phase of immobilization, then physiotherapy, corticoid infiltration and then arthroscopic debridement 

Removable splint until inflamation subsides.  

I feel that Palmer 1A TFCC injury can be started with conservative measures and if after a period of 2-4 weeks it 
does not improve, arthroscopic debridement is the best option.  



after conservative treatment and physiotherapy - same for other TFCC injuries except unstable DRUJ 

Many if not most of these become asymptomatic with time, so surgical care is only needed for persistent 
symptoms.  Torn fibrocartilage does not harm adjacent hyaline cartilage, so there is no imperative to resect the 
torn portions unless requested by patient. 

Occupational therapy that includes dedicated splinting 

rest and physiotherapy first, if fails, proceed to arthroscopic debridement. 

Cast immobilisation In case of persistent pain arthroscopic debridement 

Trial of wrist splint, modification of activities 

Depends on how symptomatic the patient is and the length of time since injury. If rest or steroid injection haven’t 
helped, I would do an arthroscopic debridement. 

A Palmer 1 A is an arthroscopic diagnosis. From the uotside you can not differentiate. So I feel acute injuries would 
be treated in a cast, whereas chronic symptomatic injuries are best treated with ascopy 

TFCC 1B (stable 
DRUJ) 

Immobilisation, rest, physiotherapy, steroid infiltration, then arthroscopic repair if no response after 3 months, 
depending on patient's level of pain/ frustration. 

if acute (<6wk) plaster cast, if >6wk physiotherapy +/- steroid injection. 

only refixation in case of pain 

... time with maybe wrist infiltration. If not, then arthroscopic repair. 

Fiarte physioterapyAnd them foveal reinsertion  

idem previous answer, and then arthroscopic repair 

Plaster cast or removable splint for 6 weeks 

I feel that Palmer 1B TFCC injury with stable DRJU can be started with conservative measures and if after a period 
of 2-4 weeks it does not improve, arthroscopic repair is the best option.  

Ulnar shortening  

same answer. There is no joint instability in this condition and so the desire to attempt to repair these misguided.  
A large number of attempted repairs (especially when performed by surgeons who fail to appreciate what it is they 
are even treating in the first place) cause iatrogenic harm to patients - most frequently dorsal branch ulnar nerve 
injuries or excessive scarring and loss of motion that would never have existed but for the foolish attempt at repair. 

It might be possible that a capsular detachment may heal if immobilised immediately after the trauma. If not, 
arthroscopic repair is the best treatment. So the question should have differentiated between an acute injury and 
an old injury. 

plaster or splint immobilization first, if fails, proceed to arthroscopic repair. 

Cast immobilisation In case of persistent pain arthroscopic debridement and repair  

ARS repair if symptomatic  

Trial of wrist splint, modification of activities 

repair if symptomatic - ie, with pain , even with no significant instability 

Cicatrisation and pain relief  takes about 6 month, if not at this time: arthroscopy 

so first FT, when they stay painfull ascopic repair 

TFCC 1B 
(unstable DRUJ) 

painful? if not first PT , otherwise open repair 

Immobilisation, rest, physiotherapy, steroid infiltration, then arthroscopic repair if no response after 3 months, 
depending on patient's level of pain/ frustration. 

repair, dependent on surgeon experience, open or arthroscopic 

Open or arthroscopic   

if seen accute: immobilisationIf chronic: reconstruction 

Depending on feasibility arthroscopic or, if that does not work, open repair. 

I feel that Palmer 1B TFCC injury with unstable DRJU can be started with plaster cast immobilization  for 4-6 weeks 
in acute injuries In painful chronic injuries, foveal reinsertion of the TFCC is required and can be performed by 
arthroscopic or open techniques, depending on the surgeon's preference. Personally, I prefer to perform it by open 
repair. 

Arthroscopic repair or ulnar shortening (if ulnar impaction exist) 

Arthroscopic assisted foveal reinsertion if the surgeon is able to perform this technique. Otherwise : open repair. 

ARS diagnosis, open or ARS assisted repair 

TFCC 1C Arthroscopic repair 

Normally, 1C tear is extremely rare and remained untreated. 



Immobilisation, rest, physiotherapy, steroid infiltration, then arthroscopic debride and repair if no response after 3 
months, depending on patient's level of pain/ frustration. 

Volar capsulodesis by arthroscopy 

Arthroscopic repair 

only treaed by pain and instability 

I only perform wrist arthroscopy on the patients who do not improve with conservative measures. Most of them 
do not need surgery 

... time with maybe wrist infiltration. 

repair, dependent on surgeon experience, open or arthroscopic 

not sure what you mean with this category Ulnar extrinsic ligament issues? 

Arthroscopic repair or open repair  

arthroscopic repair 

idem previous answer 

Removable splint 6 weeks 

Artroscopic or open repair 

Suture 

I have not found this type of lesion in my clinical practice. 

Arthroscopic foveal fixation 

same answer as 1A if this lesion even truly exists at all  

Again, this is a question of an acute of chronic injury. An acute injury could benefit from immobilisation, however 
an old injury could be treated with arthroscopic technique, for instance Savoie. 

Iextremely rare! 

plaster or splint immobilization first, if fails, proceed to arthroscopic repair. 

Arthroscopic repair 

these are too rare, re-assess, MRI  

Arthroscopic repair  

splint and hand therapy 

Open repair 

Arthroscopic suture to capsule 

TFCC 1D Arthroscopic reconstruction 

A shorter period of immobilization followed by physiotherapy 

Depending the DRUJ stabilitty 

If the 1D includes rim area, the tear should be repaired either arthroscopic or open fashion. If the 1D tear remains 
in the TFC, it can be just remained untreated or treated by arthroscopic debridement. 

Immobilisation, rest, physiotherapy, steroid infiltration, then arthroscopic debridement if no response after 
months. 

If DRUJ stable, debridement otherwise repair; they are mostly avulsion fractures of the TFCC combined with radius 
fracture 

Artroscopic ligamentoplasty 

arthroscopic repair 

I only perform wrist arthroscopy on the patients who do not improve with conservative measures. Most of them 
do not need surgery 

repair, dependent on surgeon experience, open or arthroscopic 

Adams reconstruction 

I think is the most dificult to trate 

Arthroscopic repair or open repair 

idem previous answer 

arthroscopic debridement or repair 

Open repair 



Sometimes we can made a debridement and otherwise we can perform a radial arthroscopic suture. 

This is a unicorn pathology - it does not exist.  There is no detachment directly from the absolute margin of the 
sigmoid notch.  There is only a sagittal plane vertical acute tear through the fibrocartilage substance that can be 
biased towards the radial side but it never occurs at the absolute margin.  This is just an acute midsubstance tear 
closer to the radial side whose clinical significance is not different than any other location of what would be 
classified as a 1A tear. 

Aldo extremers rareLigament rekonstruktion with modifiera Adams technique 

refixation if possible 

plaster or splint immobilization first, if fails, proceed to arthroscopic repair. 

Arthroscopic debridement and repair 

TFCC Repair, except for patients under 16 years, then a circular forearm-cast for 6 weeks  can work 

Arthroscopic repair  

Addressing fracture of radius or reinsertion of TFCC 

Repair only necessary if volar and/or dorsal margins unstable 

arthroscopic assisted refixation is an option as well 

Trial of wrist splint, modification of activities 

Open reconstruction 

Arthroscopic repair 

splint and hand therapy 

If there is DRUJ instability, a TFCC reconstruction (eg Berger-Adams) may be indicated. 

Arthroscopic reinsertion 

Arthroscopy reinsertion 

SLL grade 1 A shorter period of immobilization followed by physiotherapy 

Infiltration 

Immobilisation, rest, physiotherapy 

arthroscopic thermal shrinkage 

Fixation S-L pins and tutor immobilisation 

Arthroscopy debridement and PIN Neurectomy 

All answers, here and going forward, assume failure of non operative treatment and incapacitating symptoms with 
appropriate physical exam  then here arthroscopic treatment 

Mostly no treatment needed if only Geissler 1. 

Proprioceptive training (physiotherapy) 

Removable splint 

Arthroscopic shrikage 

In my opinion, Geissler type 1 SL ligament tear can be only diagnosed by arthroscopy and plaster cast 
immobilization can be a proper treatment and in same cases I use electrothernal ligament shrinkage. Reeducation 
of wrist proprioception working the muscles ECRL and APL constitute an adjuvant treatment. 

conservative treatment and physiotherapy and arthroscopy afterwards ev. 

This classification system is flawed, and if people keeping using it, they will keep making bad decisions.  There is no 
such lesion as an SLIL that is torn but stable.  SLILs start to tear volarly and then peel open around the shape of the 
C as energy dissipates.  For there to be any tear at all considered significant, the volar fibers must rupture and that 
can easily be revealed by 4 directional stress testing (as previously published) ... but that is not "stable".  

Again; an acute injury or an old injury? An acute injury: Arthroscopy always to confirm the diagnosis. Then 
immobilisation, perhaps with K-wires. If an old injury, Capsulodesis am Mathoulin, or shrinkage and immobilisation. 

see above , this is an ascopic diagnosis. so when symptomatic arthoscopic capsulodesis 

SLL grade 2 A shorter period of immobilization followed by physiotherapy 

Infiltration 

Cast immobilisation and physiotherapy  

Arthrcopic debridement and PIN neurectomy 



It depens on the muscle condition of the patient (secondary stabilizers). If they are not good, the will probably 
benefit from wrist arthroscopy 

Acute: temporary transfixation, chronic: none  

Arthroscopic repair if the patient does have continuous clinical complaints. Beforehand handtherapy should be 
tried. 

Debridament and capsulodesis  

termal shinkage 

Ligament Shrinking. Technique of Danoff and Yao 

Open dorsal capsulodesis 

my answer would be plaster immobilisation, but if there is acute trauma and considerable laxity I may consider 
percutaneous pinning 

Arthroscopic debridement and plaster cast immobilization with Kirschner wires for 8 weeks followed of 
reeducation of wrist proprioception. 

conservative treatment and physiotherapy and arthroscopy afterwards ev. 

Flawed classification does not translate into sound treatment decision making.  

An acute injury or an old injury? An acute injury: Arthroscopy always to confirm the diagnosis. Then K-wires and 
immobilisation. If an old injury, Capsulodesis am Mathoulin, or shrinkage and immobilisation. 

Pinning 

There exists a new method using a Stryker twinfix screw between scaphoid and lunate ( see FESSH 2020 Basel,  
Rahel Kohlbrenner) with outstanding results after 18 (!!) years of observation. 

Time since injury will determine whether just arthroscopic debridement or case/ pinning 

Depend of symptoms  

arthoscopic capsulodesis 

SLL grade 3 arthroscopic reduction and pinning 

Plaster cast with K wires 

if pain arthoscopic repair 

It depens on the muscle condition of the patient (secondary stabilizers). If they are not good, the will probably 
benefit from wrist arthroscopy 

Arthroscopic repair + K-wires 

Arthroscopic assisted capsulodesis  

Acute: depends on type of rupture-> repair/ temp. transfixation.  Chronic: TEnodesis Henry/Corella 

If accute : reduction and pinning 

If there are ligament remnants, I reinsert them with a bone anchor, add a capsulodesis, maintain a correct 
alignment with Kirschner wires and plaster cast immobilizagtion for 8-12 weeks. This procedure can be performed 
by open or arthroscopic techniques, my preference technique is open repair. If there are not ligament remants, 
ligament reconstruction with a autologous tendon is my preferred technique by open method but it can be 
performed by arthrocopy. To perform this technique, there must be no malalignment of the carpus or it must be 
possible to achieve it without effort (e.g. by longitudinal traction of the fingers) and there no cartilage lesions or 
these are no relevant. 

conservative treatment and physiotherapy and arthroscopy afterwards ev. 

An acute injury or an old injury? An acute injury: Arthroscopy always to confirm the diagnosis. Then K-wires and 
immobilisation. If an old injury, Capsulodesis am Mathoulin, or shrinkage and immobilisation. 

thermal shrinkage and plaster or splint immobilization first, if fails, proceed to arthroscopic repair. 

Can't give a blanket answer.  How old is the patient?  Is there dynamic instability on clenched fist X-rays?  What are 
the patient's demands?   

Open reconstruction (not repair but reconstruction!) 

SLL grade 4 Arthroscopic repair and wiring 

Open reconstruction using bone-ligament-bone should be necessary. 

Open repair  

no treatement till the four bone fusion. 

repair, dependent on surgeon experience, open or arthroscopic 

Open reconstruction, e.g. three-ligament-tenodesis described by Garcia Elias 



Acute: depends on type of rupture-> repair/ temp. transfixation.  Chronic: TEnodesis Henry/Corella 

if accute : reduction and pinning 

Arthroscopic or open repair 

Plasty with tendon graft and arthroscopic assistance  

Arthroscopic repair, if impossible by open repair 

Arthroscopic or open repair depending on individual situation 

capsulodesis 

Arthroscopic partial carpal  arthrodesis 

Recpnstrucion 

Ligamentoplasty (open) 

Open reconstruction (not repair but reconstruction!) 

reconstruction procedures 

Arthroscopic assisted repair 

Arthroscopic reconstruction 

All dorsal Arthrex swivel lock DX anchor with taoe 

Open repair if possible.  Sometimes it can't be repaired so be prepared to do a reconstruction 

We would open recon 

I prefer a hybrid repair , arthroscopic Mathoulin type dorsally and volar STT reconstruction using tendon graft. 

i would do a salvage operation like a brunelli 

General there are no high quality medical evidence for any of the above questions so no one could know 

Acute traumatic TFCC injuries,first try conservative treatment, unless DRUJ is unstable. 

Geissler IV SL tears can also be treated with open, mini open or mixed box reconstruction methods - it depends on 
arthroscopic skills of the surgeon. 

The age of the lesion is important and how dynamic changes in the width of the dissociation are. 

Arthroscopic repair of SL lesions is in my hand more reliable on early stages lesions. In stages 3 - 4 however clinical 
outcome is sometimes less favorable and can require secondary open ligamentoplasty 

Geissler III, Mathoulin sutureGeissler IV, Semi open Corella technique 

We don’t use the Geissler classification any more We use the dynamic EWAS classification 

It is complicated to summarize in a few MCQs, but I would say: either the arthroscopy is related to a scapholunate 
lesion supsicion, in this case, if it is a Geissler 2 I possibly perform a thermocoagulation (Shrinkage), a stage 3 an 
arthroscopic capsulodesis according to Mathoulin, At stage 4, I ask myself whether other extrinsic ligaments have 
not been injured (DRC/DIC), and I am more comfortable performing a short approach with reinsertion by anchor 

It is very difficult to clinically differenciate a Palmer IA from a ID (sigmoid notch intact). I treat them the same.You 
should ask about dorsal peripheral tears.  They are not included  in the Palmer classification, but are actually the 
most frequent injury type. 

The best assessment of TFCC and SL is with arthroscopy. We often can’t have an accurate staging of the lesion with 
MRI, so the procedure is both for a more precise diagnosis and treatment. 

Most condition can heal with a short time in splint followed by physiotherapy. Even in a slightly unstable DRU joint, 
conservative treatment is an option depending on the patient. Geissler IV SL injuries are not always so easy to get a 
strong fixation in place arthroscopically, why I prefer a mini-open technique. 

Arthroscopic scapholunate repairs are conditioned to the absence of a chondral lesion. In static instabilities, we  
usually don't perform them. 

Depending upon the patient’s work activity I may offer arthroscopic repair for Geissler type 1, also.In type 4, 
sometimes double approach may be necessary in my point of view. 

Only if patient is symptomatic operative treatment is needed 

SL ligament reconstruction in case of Geissler IV is difficult to treat by open or arthroscopic technique. 
Arthroscopique procedure is much more difficut and does not give a good result every time... 

If the SLIL is ruptured to the point of true instability, it is not possible to position the scaphoid and lunate is 
PRECISELY the correct relationship with each other working entirely through the arthroscope ... a small open 
incision is needed to be able to first position the lunate EXACTLY where it belongs and pin it in place and then 
position the scaphoid EXACTLY where it belongs and pin it in place.  The SLIL will not heal soundly unless both 
bones are EXACTLY where they belong.  No suturing of ligament needed - it does not help in any way. 

It's not possible to repair, however in grade IV I would reconstruct the ligament. I've done the Corella technique, or 
lately reconstruction am PC Ho (box technique). 



Traumatic, stable TFCC injuries at first should be immobilized, then physiotherapy and if pain still occurs 
arthroscopic debridement. 

Tfcc lesions that are stable, i prefer to imobilise first. If symptoms mantain , i do arthroscopy before it gets to the 6 
months after lesion 

I treat chronic grade 2-3 SL injuries with shrikage 

Type 4: arthroscopic reduction and pinning.The quesio below is incorrectly elaborated. It should say to assist in 
your reduction (that I use always) I dont think is shouls be used to confirm once you have done the fixation 

Timing post injury, associated injuries etc will make a difference in management 

All the answer before depends on symptoms, activity etc… not only on lesion 

 

 

 

Responses on wrist arthroscopy to confirm fracture reduction after internal fixation (IF) of distal 

radius fractures  

 

Whenever there is intra-articular extension of the fractures 

Intra-articular fractures only  

don't treat distal radius fractures 

always in cases intraarticular fractures 

Not anymore after the study by our Dutch colleague Schep, that showed there is no difference  

i do not perform surgery on distal radius fractures. 

I perform it on young patients with articular fractures 

I (plastic consultant ) don't treat radius fractures, done by orthopedic team in our department. 

<10%, in articular fractures by young patients 

Do not do distal radius fractures 

When high energy fractures, young people or intraarticular fracture  

in young patients with intra-articular fractures or suspected associated ligament injuries 

Wrong question ... you do not use arthroscopy to "confirm fracture reduction after ...".  The arthroscope is a tool to be employed in the 
process of achieving a perfect articular reduction as part of the process of reduction ... NOT AFTER.  

IF a CT scan shows an intraarticular fracture with malalignment, then a hand surgeon will operate. In these cases, we always confirm the 
reduction using an arthroscope. However we operate 3-400 DRF a year and we cannot scope all of these patients. Thus the questions is 
what a CT scan shows... 

almost for all displaced intraarticular fractures 

It depends on the type of fracture, therefor I could not give a general answer 

I use arthroscopic control to guide fracture reduction in displaced articular injuries - around 30% of operative cases. Not to check 
reduction after fixation, but to visualise reduction prior to definitive fixation. 

 


