
K
udos to the authors of these 4 case 
reports. They have collectively 
made the case—no pun intend-
ed—that isolated case reports are 
indeed worth the read. Indeed, 

appreciation of their brevity is surpassed only by 
their educational merit, despite not being “pack-
aged” as part of a “higher level of evidence” study.

Azar  et al have shown that there may be a role 
for closed reduction of perihamate, transtriquetral 
fracture-dislocations. Reduction and stability of 
the triquetral fracture after hamate reduction attest 
to the ligamentous attachments between these 2 
carpal bones, such that reduction of the hamate 
results in stable reduction of the triquetrum. If we 
encounter this injury, it appears that an attempt at 
closed treatment is justified.

Field and Rizzo noted a Vickers ligament at 
the time of surgical correction of a posttraumatic 
pseudo–Madelung deformity despite the 
suggestion of a physeal bar on preoperative 
magnetic resonance images. Their conclusion that 
an acquired Madelung deformity may be secondary 
to a bony bridge or a Vickers ligament is relevant, particularly since their 
patient had apparently sustained an extra-articular fracture as opposed to a 
Salter-Harris type of injury. It’s worth acknowledging as well that unique 
anatomic findings may, more often that not, be related to our own surgical 
misnavigation or misinterpretation of normal anatomy.

Silverman et al report their unusual finding of pisiform-hamate coalition 
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(PH). Their serendipitous finding 
and instructional literature review 
remind us that even the most atypical 
variants have usually been reported 
before. Though their patient was 
asymtomatic, they have informed 
us that this particular condition may 
result in ulnar neurapathy, and that 
pisiform excision is the recommended 
treatment in such cases. We are left 
to ponder the kinematic implications 
of PH coalition, however. Radial 
and ulnar deviation rely on motion 
between the hamate and triquetrum. 
In the setting of PH coalition, one 
might anticipate some degree of 
restriction thereof, in light of the 
location of this sesamoid bone within 
the FCU tendon.

Last but not least, Osuji and 
McAdams’ report provokes thought 
regarding the relationship between 
observational  findings  and  
conclusions about cause and effect. 
Y=f(x) implies a simple claim. In 
this case, the authors opine that a 
dorso-ulnar ganglion (the dependent 
variable,Y) was associated with or 
caused by an os styloideum (the 
independent variable, x). One cannot 
dispute their clinical observation. 
In the absence of simple linear 
regression based on numerous 
examples, or consideration of 
additional independent variables, 
however, we are hard pressed to 
assess the  statistical validity of 
possible association/cause. Thus, we 
do not know from their report whether 
the os styloideum actually caused 
the ganglion to develop or whether 
its removal is critical to satisfactory 
eradication of the ganglion.

Thank you to the authors for their 
thought-provoking reports.    n

Guest Editorial

Preface: Fundamental principles of nerve repair have 
not changed since the advent of specialized instru-
mentation, magnification, and microsurgical tech-
nique. Adequate mobilization of proximal and distal 
aspects of a severed nerve is essential to optimize 
tension-free repair, and, absent that, nerve grafting 
has been the recommended alternative historically. 
In the upper extremity, dual imperatives exist: muscle 
recovery and restoration of sensation. My contribu-
tion to the 5 Points Series will address 2 relatively 
new alternatives to nerve grafting to achieve these 
outcomes. The first is the use of “nerve conduits” and 
the second is nerve transfer or “neurotization.” 

●
Use of Nerve Conduits. The use of small-caliber 
nerve conduits is a simple and effective alterna-

tive to primary repair or nerve grafting for acute digital 
nerve lacerations. This technique obviates the need for 
an operative microscope. Placing an 8-0 horizontal mat-
tress suture at each nerve end allows entubulation into 
the conduit and ensures adequate neural regeneration. 
Commercially available conduits are bioabsorbable and 
have optimal structure and material to support a fibrin 
clot and facilitate Schwann cell migration and extension 
of the growth cone. Although most commercially avail-
able conduits, including my preference—NeuraGenTM

Nerve Guide (Integra, Plainsboro, NJ)—are limited to 2 
cm in length, some studies suggest that nerve regenera-
tion up to 3 cm occurs within conduits.2

●
Managing Neuromas. Neuromas in the upper 
extremity are painful and impair function. After 

either complete transection or partial injury, “stray” 
axons from the proximal stump (in the case of transec-
tion) or lateral outgrowth (in the case of partial injury) 
innervate the skin. It is useful to remember that a 
nerve placed into/beneath an “innervated” muscle will 
no longer sprout “stray” axons. In that light, digital 
neuromas should be resected and either reconstructed 
with conduits or mobilized proximally and transferred 
into a lumbrical muscle. The same principle can be 
applied to managing radial and ulnar sensory nerve 
neuromas. In addition, a nerve can be inserted into 
a conduit and the unattached end placed beneath 
muscle.

●
Alternatives to Primary Nerve Repair. When one is 
dealing with a mixed major peripheral nerve like 

the ulnar or median nerve at the wrist, primary nerve 
repair may not be possible, either because of  a gap 
following débridement or because of delay and the 
secondary retraction and stiffness that are associated 
therewith. Nerve grafting with sural nerve has been 
the mainstay of treatment in such situations, but the 
development of commercially available conduits of 
sufficient diameter has allowed the use of so-called 
“entubulation” techniques, which harness the power 
of biology. That is, for a mixed nerve, neurotrophism 
allows “motor” fascicles to find “motor” and “sensory” 
to find “sensory.” Arguably, the use of conduits may 
be more advantageous for a mixed nerve than a pri-
mary repair if absolutely perfect rotational alignment 
is not achieved.

●
Reinnervation of Intrinsics. When the ulnar nerve 
is lacerated high in the forearm or more proxi-

mally, reinnervation of the intrinsic muscles is often 
unlikely, even if repair or grafting is performed, 
because of the distance between the proximal stump 
and the end organ. A useful alternative relies on 
nerve transfer between the anterior interosseous 
nerve and the motor branch of the ulnar nerve. The 
former is mobilized from within the pronator qua-
dratus muscle. The latter is traced back from its 
separation from the ulnar nerve at the level of the 
piso-hamate ligament, and an end-to-end repair is 
possible. In other words, an “eyeball” neurolysis of 
motor fascicles is performed from the motor branch 
proximally. This then allows tension-free repair well 
proximal to Guyon’s canal, without having to surgi-
cally separate motor from sensory fascicles the entire 
distance. 
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“[These 
papers]  

collectively 
make the 
case...that  

isolated case 
reports are 

indeed worth 
the read.”  


