
Subject – Case trial biker with scaphoid non-union  

 

Dear colleagues, 
 
I would appreciate if you could comment on this case and offer treatment options as to address his 
actual problem. 
 
Case KB 
Man, 29 years old, right hand dominant, former world champion trial biking (9x), still in competition. 
(non smoker) 
 
Fell on the 3/6/2012 while trial biking. 
He sustained a nondisplaced scaphoid fracture to the left wrist and a nondisplaced radial head 
fracture (left elbow). 
(CBCT 1-3 in attachment) 
I operated on him the 4/6/2012 (percuteanous screw osteosynthesis) 
Uneventful immediate postoperative recovery with biking resumption mid July 2012.  
(XR 6w 1-3 in attachment) 
Patient became symptomatic by mid September after an intensive (asymptomatic) summer of high 
level competition and public demo/trials. 
He came to my office today (5 months postop) complaining mainly of pain, loss of grip strength and 
loss of wrist extension impairing his biking skills. 
(ROM right - left wrist extension/ flexion - radial/ulnar deviation:  
R 64/0/74 28/58 - L 54/0/64 16/40) 
(Jamar grip strength R 70 - L 40kg) 
(XR 5m 1-5 & CBCT 5m 1-4 in attachment) (delayed/non-union with loosening screw distal part and 
loss of reduction) 
He consented for a revision procedure but is eager to resume biking by early January. 
 
I would be tempted by a vascularised bone graft (relying on the radial carpal artery as described by 
M. Haerle and C. Mathoulin) but am worried about his induced ROM restriction. 
Any alternative options? 
 
Regards to all, 
 
Petrus Van Hoonacker (Belgium) 
 
                                       



       

    

   

    

 

Dear Pietrus. 

 

My treatment of choice in the case would be an arthroscopic treatment ( artroscopic revision of 

screw position and stability - if needed replace it  or K-wires + debridment and assessment of 

bone  bleeding  + filling the gap with small pieces of illiac graft done arthroscopicaly).  

Other option would be 1,2 ICRSA graft 



 

Best  

Paweł Nowicki (Poland) 

 

 

I would make a nonvascularized graft 
and even put antegrade screw to try to compress the fracture 
 
Dr Alvaro Muratore (Argentina) 
 

 
Dear Petrus, 
 
I believe this failure is caused by overload before solid bone healing. There does not seem to be AVN 
of the proximal pole.  
 
I treated a similar case where I got healing after curettage of the pseudoartrosis, leaving the screw in 
place and packing with cancellous iliac crest bone graft. In that case there was more loosening 
around the screw,  but dense packing of the bone graft stabilised the scaphoid. Aftertreatment 
consisted of 3 weeks above elbow cast, followed by at least 3 weeks of thumb spica cast. 
 
I hope this helps, 
 
Joris Duerinckx (The United States) 
 

 
Dear Petrus,  
 
I operated on a similar case some time ago. Pier Paolo Borelli from Brescia gave me the advice: 
 
Removal of the screw, curettage of the passage of the screw and the non union area in the waist of 
the scaphoid, introduction of a peg of CS bone from the iliac crest and cancellous bone graft in the 
site of non union. Casting at least 3 months. Sports only when bone healing is documented by CT 
scan. 
 
In the attachment you find the case 
 
Good look ! 
 
Frank (Italy) 
 

 

this technique has been described by giorgio brunelli...unfortunately i didn't have any good results 
with it 

on the other way, no important restriction with vascularized bone graft if you perform a sufficient 
disision of pedicle until the lateral aspect of radius 



Nevertheless the arthroscopic bone grafting described by PC HO gave me incredible and so good 
results....simplest way; isn't it!!! 

Christophe Mathoulin (France - Paris) 
 
 

 

Dear collegues,  
there is no displacement at the fracture site (proximal pole being attached to the Lunatum), no bone 
necrosis. I would remove the palmar screw, clean the pseudarthrosis site by a mini palmar 
arthrotomy, add a cancellous bone graft from the Gerdy tubercule ( more stock there compared to 
distal radius) and use a true compressive screw ( not conic) dorsally placed by a mini athrotomy. 
Regards 
 
Daniel Cloutier (Canada - Québec) 
 

 

 


