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Most common traumatic type 1B tear of triangular fibrocartilage complex
(TFCQ), according to the Palmer’s classification, may lead to the loss of the sta-
bility of distal radioulnar joint and is known to be one cause of the persisted ular
side wrist pain. Recently as the knowledge of the anatomical structures of the

TFCC accumulates and the deep fiber of the distal radioulnar ligament is recog-

nized to play a central role, an attempt to repair it to the original ulnar fovea

insertion site has been done and reported successful results. Since the introduc-
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tion of open technique, numerous arthroscopic technique has been developing.
Here careful considerations ought to be given during open repair will be taken
with review of the related articles.
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Fig. 1. (A-J) Pictures showing the operative procedure of the

. dorsal approach of open repair.
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guisition Time20

Fig. 2. Case of patient presenting with persisted ulnar side wrist pain after the initial injury 5 years ago. (A) Dorsal subluxation of the ulnar head
(black arrow) on the lateral view of simple radiographs was found. (B) The detachment of deep fiber of triangular fibrocartilage complex (TFCC)
from the ulnar fovea (pink arrow) was observed in coronal view of magnetic resonance imaging scans. (C) Slight restriction of the pronation was
seen. (D) During the arthroscopic examination, synovitis around the prestyloid recess was found with the loss of the tension of the TFCC (positive
trampoline test) and traction induced inward folding of the TFCC from the ulnar fovea (positive Hook test). Other combined injuries did not accom-
pany. TFC, triangular fibrocartilage; C, capitate; H, hamate; L, lunate; T, friquetrum. (E) Open repair of the deep fiber of TFCC to the original ulnar
fovea (black arrow) was done using the transosseous suture technique. (F) The reduced state of the preoperatively subluxated ulnar (pink arrow)
head was seen on the follow-up radiographs taken at five years after operation. (G) Functional outcomes measured by Mayo modified wrist score
and disability of the arm, shoulder and arm score improved from 55 preoperatively to 100 postoperatively and 35 to 3.3, separately.
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Fig. 3. Case of patient presenting with persisted ulnar side wrist pain after the initial injury 6 months ago despite of the initial conservative man-
agement using long arm cast for 4 weeks. (A) Except the finding of the interpositional arthroplasty of fourth and fourth carpometacarpal joint of the
right side (pink arrow), specific finding was not found around the ulnar head (pink circle). The detachment of deep fiber of triangular fibrocartilage
complex (TFCC) from the ulnar fovea (pink arrow) was observed in coronal view of magnetic resonance imaging scans (B) and computed tomogra-
phy arthrogam (black arrow) (C). (D) Slight restriction of the volar and dorsiflexion was seen preoperatively. (E) During the arthroscopic examination
(black arrow), synovitis (black arrow) around the prestyloid recess was found with the loss of the tension of the TFCC (positive trampoline test) and
traction induced inward folding of the TFCC from the ulnar fovea (positive Hook test). Other injuries of the capitohamate instability and lunotrique -
tral instability accompanied. TFC, triangular fibrocartilage; C, capitate; H, hamate; L, lunate; T, triquetrum. (F) Open repair of the deep fiber of
TFCC to the original ulnar fovea was done using the transosseous suture technique. (G) On the intraoperative fluoroscopic examination, well-posi-
tioned screws at the lunotrigetral and capitohamate joints was observed with the temoporary fixation of the distal radioulnar joint using two 2.0 mm
K-wires. (H) Solid union of the lunotriquetral and capitohamate joints was seen on the simple radiographs taken at seven months after operation.
(G) Functional outcomes measured by Mayo modified wrist score and disability of the arm, shoulder and hand score improved from 55 preopera-
tively to 99 postoperatively and 28.3 to 15, separately. (I) Near full range of motion except the slight limitation of the volar flexion was recovered.
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