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Operation

The main steps are similar for both
centralisation and radialisation. 1) An ‘S’
shaped incision is made from dorsum of hand to
volar aspect of forearm. This gives good access
to the carpus, the lower end of the ulna, the
median nerve and the forearm muscles. 2) The
extensor retinaculum is raised from radial to
ulnar side and left attached to the ulnar side,
and the extensor tendons exposed. 3) The
median nerve is identified and any anomalous
branch to the radial side. 4) The radial forearm
muscles are exposed. The flexor carpi radialis
can usually be identified but is sometimes
joined with the radial carpal extensors. These
muscles are removed from their insertion and
will be transferred to the dorsi-ulnar aspect of
the wrist later in the procedure. 5) An osteo-
periosteal flap is raised from the dorsum of the
carpus and the lower end of the ulna is dissected
extra-periosteally without damage to the
epiphyseal cartilage or its blood supply. Any
fibrocartilaginous remnant of the radius
(occasionally present in partial absence of
radius) should be excised with all fibrous tissue
preventing full passive repositioning of the
hand over the ulna. 6) The next step depends
on the nature of the procedure. If centralisation
is intended the cartilaginous carpus is
identified, sufficient of the central portions of
this is removed to insert the lower ulna to a
depth equal to its transverse diameter. This is in
no way an arthrodesis. The intention is to
preserve limited movement at this new ulno-
carpal joint. The osteoperiosteal flap from the
dorsum of the carpus is closed firmly and
provides stability. It it is unstable or if any
corrective osteotomy of the ulna is necessary, a
Kirschner wire is inserted in a retrograde
manner along the 3rd metacarpal shaft and then
advanced across the centre of the lower end of
the ulna and up the medullary cavity. This will
keep the wrist correction and stabilise any ulnar
osteotomy that was required. This wire can be
left for several months but may extrude
prematurely or break at wrist level with
increasing activity. If radialisation is to be
performed the ulna is positioned over the radial
side of the carpus. A Kirschner wire is inserted
obliquely through the second metacarpal and
passed proximally along the shaft of the ulna. 7)
The previously isolated radial muscles are
transferred to the dorsi-ulnar aspect of the wrist

and attached to the extensor carpi ulnaris. The
retinaculum is repositioned and sutured in
place.

Buck-Gramcko (1985) shortens the extensor
carpi ulnaris by over-lapping and excises the
redundant skin at the ulnar side. He reviewed
121 corrective procedures performed since
1969. Centralisation was carried out in the first
10 years and radialisation in the latter 10 years.
Two-thirds had a subsequent pollicisation after
the wrist operation. Results depend on the
severity of the deformity, the condition of the
muscles and function present in the fingers. He
has little doubt that correction of the wrist is
worthwhile, and that function is improved by
pollicisation even though the quality of the
index is seldom normal in this condition.

Lamb (1977) showed that children with
bilateral deformity were unable to carry out all
activities of daily living pre-operatively. Their
overall function was significantly improved by
correction of the wrist and pollicisation of the
index finger.

Pollicisation (construction of a thumb)

A functional thumb is usually considered to
contribute about 50 per cent of overall hand
function. Attempts to reconstruct a functional
thumb have therefore attracted much surgical
endeavour (Littler, 1976). This is usually
required for the following congenital
conditions; 1) the four fingered hand; 2) the
five fingered hand; 3) the “dangle thumb” with
or without associated absence of the radius.

The technique evolved is based on transfer of
the radial digit on its neurovascular bundle
(Littler, 1953), shortening of the 2nd
metacarpal and associated transposition of its
interossei to reconstruct a new abductor and
adductor of the thumb, and rotation of the
retained 2nd metacarpal head so as to prevent
an ugly hyperextension deformity of the thumb
(Buck-Gramcko, 1971). Provided the structure
and movement of the joints of the index finger
and the quality of the intrinsic muscles of the
2nd ray are good the appearance and function
of the index finger transposed in this way to the
thumb position have given outstanding results.

Those surgeons who do not have the
experience or expertise to obtain such results
should refer children to a specialist unit.

Technique of operation
The operation in congenital absence is totally







