
Letters to Editor

The animal studies[2] cited to justify the use of RAMP for 
BA bear little significance. The experimental animals, 
unlike BE, had normal bladder histology. Morphometric 
analysis of smooth muscles in BE had shown decreased 
muscle component, and increased type III collagen in 
the bladder wall of exstrophy patients.[3]

An ideal substitute for BA should be able to distend 
at low pressures with no spontaneous pressure 
generation.[4] Follow-up urodynamic studies[5] in 
children with RAMP augmented BE, conducted at a 
mean follow-up of 4 years, failed to show any increase 
in bladder capacity and compliance with a mean 
maximum cystometric capacity of 73 ml and compliance 
of 5.2 ml/cm H2O. They eventually needed an additional 
BA with bowel and stomach.[5] RAMP augmented BE, 
thus, had small capacity and poor compliance, due to 
its propensity to shrinkage and fibrosis,[5] which if left 
uncorrected can lead to upper tract damage. These 
urodynamic findings[5] critically question the role of 
RAMP as BA substitute for BE in children and limits its 
role for closure of large post-traumatic bladder defects.
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Snapping wrist due to 
lunate malformation

Sir,
The bony block causing snapping of the wrist is an 
infrequently encountered phenomenon. We came across 
such a situation in our clinic, which has been described. In 
our rare clinical situation, we encountered a phenomenon 
of lunate remodelling where the lunate, due to a constant 
wrist flexion and loose dorsal capsule (secondary to 
burn contracture) got remodelled and was blocking the 
wrist extension. Bony deformities are liable to occur 
due to imbalance of muscle power and poor posture. 
There is also disuse atrophy of muscles, which may 
eventually lead to bone remodelling. This phenomenon 
has been well explained in postpolio deformities.[1] As 
the pathology in this case is fibrosis, adhesions and 
contracture, capsulectomy and removal of bony block was 
considered appropriate as mentioned by Curtis RM in the 
management of neglected postburn stiff hands.[2,3] Curtis 
has explained the need of the capsulectomy in managing 
the proximal interphalangeal joint (PIPJ) contractures after 
analysing 50 patients with various injuries to the PIPJs.[2] 
The snapping of the wrist has been previously described 
by Jackson et al.[4] due to scapholunate subluxation. In 
the same article, they have mentioned few cases causing 
snapping due scapholunate subluxation and they have 
stressed on the need of fluoroscopy in such cases. The 
snapping was mainly on the radial and ulnar deviations 
of the wrist, and was associated with pain. None of the 
reports or studies has reported bony remodelling as 
the cause for snapping. This report describes a rare and 
interesting incidence in a postburn contracture of the 
wrist and the management by eliminating the block and 
capsulectomy.

A 26-year-old teacher presented to us with a postburn 
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contracture of her left wrist. She complained about her 
inability to extend her wrist without assistance while 
dusting the blackboard; she had to support her wrist with 
her right hand. After examination, it was determined that 
she had a dropped wrist that was only able to extend from 
50° flexion to 30° flexion [Figure 1a and b]. Following 
assistance, she was able to extend from 30° flexion to 10° 
extension [Figure 1c] [Video 1]. There was a fixed flexion 
deformity of PIPJ and Distal interphalangeal joint of Little 
Finger due to the burn contracture. The rest of her joints are 
in a fairly good functional position. Because of the constantly 
flexed position of the wrist, all the metacarpophalangeal 
joints have hyperextended to compensate for the wrist’s 
flexion during her activities of daily living.

After radiographic examination using X-rays and computed 
tomography scans, we found that the lunate bone was 
deformed on the dorsum and on fluoroscopy [Figure 2a, 
and b]. Using an image intensifier [Video 2],  the 
deformed part was found to be blocking the wrist 
extension along with mild subluxation of lunate 
dorsally, which caused it to snap once a brief dorsal 
pressure was given. Hence, we assumed that once this 
problem of malformation seen in computed tomography  
[Video 3] and subluxation is addressed, she should have 
better hand function and be able to grasp her duster 
while teaching.

Under Bier block, with the help of image intensifier, 
through the lazy S incision centering over lunate, we 
shaved the dorsal deformed blocking part, which included 
a part of intraarticular lunate on the proximal radial side 
and double-breasted the attenuated dorsal capsule. 
Intraoperatively, we confirmed that there was no residual 
block by asking her to extend her wrist. The little finger 
contractures were released to a more functional position 
with “Z” plasties. A postoperative wrist splint was placed 
in a neutral position for 3 weeks. After the third week, the 
range of motion was increased to the present status.

Presently, she has an active flexion from 0° to 80° and 
active extension of 0° to 10° without any problems. Her 
functional ability to grasp objects has been significantly 
improved with nearly 75% of the opposite 2 years after 
the procedure [Video 4a and b].

The snapping of the wrist due to scapholunate subluxation 
has been described earlier due to various conditions. The 
lunate deformity causing snapping or triggering has not been 
described before. Also, the phenomena of accommodation 
due to a constant flexed position of the wrist, all the while 
with her metacarpophalangeal joints being hyperextended, 
facilitated some amount of grasping. This has, in fact, 
helped her gain an extra range of motion compensating for 
the loss of flexion in all the joints of fingers. Any attempt at 
correcting metacarpophalangeal joint hyperextension will 
worsen her hand function rather than improving it. She 
did not have any extrinsic flexion contractures due to the 
constant flexed position of her wrist. Hence, by eliminating 
the bony block and correcting little finger contractures, we 
achieved a well-functioning hand.
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Figure 1: (a) Resting flexed posture of the hand. (b) Active extension gets stopped at this level. (c) Upon dorsal pressure over the lunate, the extension continues 
to 10° extension improving the hand opening

ba c

Figure 2: (a) Fluoroscopic image of the wrist in normal resting 
position. (b) Fluoroscopic image of the wrist upon dorsal pressure

ba
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Isolated closed rupture of the 
flexor digitorum superficialis 
tendon

Sir,
We present the long-term outcome of an isolated closed 
rupture of the flexor digitorum superficialis (FDS) tendon 
of the non-dominant left ring finger in a 46-year-old male, 
with a delay not only in making the diagnosis but also in 
treating. After a minor trauma, the initial examination 
at another hospital was stated to be unremarkable. 
However, he gradually developed a flexion contracture 
at his proximal interphalangeal joint (PIPJ). Physical 
examination 5 months after injury revealed a 95° flexion 
contracture at the PIPJ [Figure 1] with minimal active 
distal interphalangeal joint flexion. A mass in the palm at 
the level of the distal palmar crease in line with the ring 
finger was palpable. A clinical diagnosis of FDS rupture 
was suspected and magnetic resonance imaging (MRI) 
confirmed the ruptured FDS tendon, which appeared to 
be coiled up in the palm [Figure 2].

Surgical exploration revealed a coiled and ruptured FDS 
within a reactive pseudo-sheath [Figure 3]. The A1 pulley 
was released and the scarred tissue excised to isolate the 
FDS from the flexor digitorum profundus (FDP). Generous 

Figure 1: The near 90° flexion contraction at the PIP joint at the beginning of 
operation

Figure 2: MRI of the left ring finger showing a ruptured FDS tendon, coiled up 
in the palm (single arrow shows the normal attachment of the FDS and double 

arrow shows the ruptured FDS tendon)

Figure 3: An intraoperative photograph shows the opened reactive sheath 
(red arrow) exposing the ruptured FDS (black arrow) and the prominent FDP 

(blue arrow)          
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