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arthroplasty are previous sepsis and absence of gppropriate motors to
control the wrist. There are prosthesis which is constrained, semi-
constrained, and unconstrained with various types' metal on plastic and
ceramic on ceramic (fig 4).

Fig 4a shows Ceramic on Ceramic unconstraint total wrist
arthroplasty
Fig 4b&c shows radiograph of same patient

Constrained prosthesis are the one in which the forces are transmitted
directly to the prosthesisthereforelong term surfaceis present lessbecause
of aseptic loosening, but this indicative only in cases of soft tissue
loosening. Surgical exposure for total wrist arthroplasty is basically the
same regardless of the device used. Success of the procedure lies with
good soft tissue rebalancing, post operative aignment and splinting for
strenuous activities with 40-50 degrees of motion. Post operative care
with regular dressings and along arm plaster splint which is gpplied to
maintain the position. After two weeks the splint and the sutures need to
be removed. The goals of the procedure are to relieve pain and provide
wrist movementsthrough a60-degreeflexion and extenson arc. Dynamic
splinting is used only if increased tightness or deformity is present?®.
Rate of complication and failureis at 25% in wrist arthroplasty which if
occurs, and then option of wrist fusion isleft which is reliable.

TENDON RECONSTRUCTION

The best treatment for tendon rupture is prevention by early aggressive

treatment of the DRUJand accompanying tenosynovitis. Endto end repairs

of ruptured tendonin RA, patientisamost never feasible. Tendon transfers

might be performed as end to site transfers or end to end reconstructions.

EDC, extensor digitorium communis;, EDM, extensor digiti minimi; EIP,

extensor indicis proprius

Before surgery and possible tendon reconstruction, the following points

should be clarified the ones mentioned below:

e How much of functional |oss doesthe patient havewith the ruptures?

e What isthe genera condition of the wrist and finger joints?

e |sthe patient suitable for what might be along rehabilitation process
with an unpredictable result?

As an alternative to tendon reconstruction, interphalangeal joint fusion,

especialy in arthiritic joints may be indicated as there are far fewer

rehabilitation difficulties. If there is an indication for flexor tendon

reconstruction, the following principles are important?68,

e |solated FPL ruptures are reconstructed with a transfer of a
Superficials tendon preferably the ring finger.

e Ruptureof profondustendon and Superficiastendon in onefinger, a
tendon transfer from an intact Superficiasis performed.

e Ruptures of profondus tendon are best treated by end-to-side
anastamosis with an intact adjacent profondus tendon.

e Someinvestigators have recommended bridge grafts®®, others prefer
tendon transfers®.

with precison.

NogeL Prize IN MEDICINE

Two American and aGerman scientist share thisyears Nobel prizefor medicinefor their groundbresking research on the human bodys complex transport system that makes cellsdeliver life-saving proteins
and other molecules. The discoveries by American scientists James Rothman (62) and Randy Schekman (64) and German Thoman Sudhof (58) have given ingght into diseases ranging from disbetes
to the immune system,the Nobel Commiittee said on Monday while announcing the award worth $1.2million;to be shared equally by the three. The winnersall professors at American universitieshave
explained how molecules packaged in tiny bubbles celled vesicles are taken around through an interndl freight system.Any cellular malfunction can have deleterious effects and lead to severdl pathological
conditions. The pane said the three have been honoured for their discoveriesof machinery regulating vesicletraffic,amgjor trangport sysemin our cellsadiscovery that will help explaintherelease of insulin
into the blood,communication between nerve cells and the way viruses like tetanus infect cells and kill thousands of children every year. Each cell is afactory that produces and exports moleculesFor
instancejinsulin is manufactured and released into the blood and chemica signals called neurotransmitters are sent from one nerve cell to another. These molecules are transported around the cell through
vesides Through their discoveries Rothman,Schekman and Sudhof have revealed the precise control system for the trangport and delivery of cellular cargo,it said. Schekman found aset of genesthat were
required for vesicletraffic.Rothman unravelled protein machinery thet allowsvesiclesto fusewith their targetsto permit transfer of cargo.Sudhof explained how signalsinstruct vesiclesto releasetheir cargo

e |solated Superficials tendon ruptures, which are rare, need no
reconstruction

Table below gives an overview of possible transfers*”

RUPTURED TENDON [ TRANSFER ALTERNATIVES
ED EDM to EDCV No treatment
EDM, EDC V EDV V to EDC IV EDC V to EDC IV
EIP to EDM
EDM, EDC V, EDC IV EIP to EDCIV V Flexor digitorium
EDC I EDC Il to EDC 1T Superficials IV
EDCIV & V
EIP to EDC 11

Wrist joint is one of the commonest joint which gets affected in upper
extremity. Wrist arthropathy due to rheumatoid is staged and various
deformities are examined functionally and in different stages are treated
differently to provide agood outcome. Initial stages of rheumatoid wrist
would do with synovectomy, soft tissue balancing, ulnar head surgery,
radioscapholunate fusion and late end stages have successwith procedures
like capitates head replacement, panarthrodesis and total wrist
replacement.

REFERENCES
1 Cush JJ, Lipsky PE. Celular basis for rheumatoid inflammation. Clin Orthop Relat Res 1991;
265:9-22

2. Erted AN. Flexor tendon rupturesin rheumatoid arthiritis. Hand Clin 1989;5(2): 177-90

3. ShapiroJS Thewrist in rheumatoid arthiritis. Hand Clin 1996;12(3):477-98

4 Backdahl M. Thecaput ulnaesyndromein rheumatoid arthritis. Astudy of morphology, abnormal
anatomy and clinical picture. Acta Rheumatoid Scand Supple 1963;5:1-75.

5. GrayRG Gottlieb NL. Hand flexor tenosynovitisin rheumatoid arthritis. Prevalence, distribution,
and associated rheumatic features. Arthritis Rheum 1977;20(4): 1003-8

6. Erte AN, Millender LH, Nalebuff E, Mckay D, Ledie B. Flexor tendon rupturesin patientswith
rheumatoid arthritis. J Hand Surgery [AM] 1988;13(6): 860-6

7. Rubens DJ, Blebea JS. Totterman SM, Hooper MM. Rheumatoid arthritis: evaluation of wrist
extensor tendons with clinical examination versus MR imaging- a preliminary report. Radiology
1993;187(3):831-8

8. Ryu J, Saito S, Honda T, Yamamoto K. Risk factors and prophylactic tenosynovectomy for exten-
sor tendon rupturesin the rheumatoid hand. J Hand Surg [Br] 1998;23(5):658-61

9. Williamson L, Mowat A, Burge P. Screening for extensor tendon rupturein rheumatoid arthritis.
Rheumatology (Oxford) 2001;40(4):420-3

10.  Simmen BR, Huber H. Thewrigt joint in chronic polyarthiritis- a new classification based on the
type of destruction in relation to the natural course and the consequences for surgical therapy.
Handchir Mikrochir Plast Chir 1994;26(4):182-9

1. Wakefied RJ, Gibbon WW, Conaghan PG, O’ Connor P, Mc Gonagle D, Pease C, et €. Thevalue
of sonography in thedetection of boneerosionsin patientswith rheumatoid arthritis: a comparison
with conventional radiography. Arthritis Rheum 2000;43(12): 2762-70

12.  Backman C, MackieH, Arthritis hand function test: inter-rater reiability among self-trained rat-
ers Arthritis Care Res 1995:8(1):10-5

13.  EvansDM, Lawton DS. Assessment of hand function. Clin Rheum Dis 1984;10(3):697-725

14. Labi ML, Gresham GE, Rathey UK. Hand function in osteoarthritis. Arch Phys Med Rehabil
1982,63(9):438-40

15.  Chung KC, Pilshury MS, Walters MR, Hayward RA. Reliability and validity testing of the Michi-
gan Hand Outcomes Questionnaire.

16.  Hudak Pl, Amadio PC, Bombardier C. Development of an upper extremity outcome measure: the
DASH (disabilities of the arm, shoulder and hand)[corrected]. The upper extremity collaborative
group (UECG). AM J Ind Med 1996;29(6):602-8

17.  Souter WA. Planning treatment of the rheumatoid hand. Hand 1979;11(1):3-16

18. B.Simmen, C Kolling, D. Herren, Management of the rheumatoid wrist. Current orthopedics,
vol21, Issue 5, pg 344-357

19. Shott S. Effect of early synocectomy on the course of rheumatoid arthritis. J Rheumatol
1993;20(1):199

20. Resnick D. Rheumatoid arthritis of thewrist; whythe ulnar styloid? Radology 1974;112(1): 29-35

21.  Ishikawa H, Hanyu T, Tajima T,. Rheumatoid wrists treated with synovectomy of the extensor
tendonsandthewrist joint combinedwith Darrachsprocedure. J Hand Surg[AM] 1992; 17(6):1109-
17

22.  ChamayA, Della Santa D, Vilaseca A, Radiolunate arthrodesis. Factors of stability for the rheu-
matoid wrist. Ann Chir Main 193;2(1): 5-17.

23.  Linscheid RL, Dobyns JH. Radiolunate arthrodesis. J Jand Surg [AM] 1985;10(6, Pt.1):821-9.

24. Dedla Sabta D, Chamay A. Radiological evolution of the rheumatoid wrist after radiolunate
arthrodises. J Hand Surg [BR] 1995;20(2): 146-54

25.  Nalebuff e, feldon pg, Millender 1h: rheumatoid arthritisin the hand and wrist. In: green dp, ed.
Green's operative hand surgery. 2™ ed. New York, ny: Churchill livingstone; 1998.

26. InglisAE, JonesEC: Proximal row carpectomy for the disease of the proximal row. J Bone Joint
Surg 59A:460-463, 1977.

27.  B.Smmen, C. Kolling, D. Herren, Management of the rheumatoid wrist. Current orthopedics, vol
21, Issue5, Pg 344-357




