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MESSAGE OF WELCOME

Dr. L. Biddulph 
President

The South African Society for Suigeiy of the Hand

On behalf of the South African Society for Surgery of the Hand 
I welcome you to this fair city of Bloemfontein.

Due to the disastrous cancellation at the last minute of the 
International Congress scheduled for March 1993, we were 
unable to organise die usual Instruction Course and Congress 
over two days.

I still believe you will find die shortened proceedings 
beneficial. In addition to the Elbow and.Shoulder Programme, 
there is extensive coverage of surgery of the upper limb;
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ANNUAL GENERAL MEETING 
ALGEMENE JAARVERGADERING

3 September 1993 
16:35-17:30

(Members only / Lede alleenlik)
Venue/Plek: Odeion, UOFS/UOVS 

1
Welcome address by the President 
Verwelkoming deur die President

2
Apologies and Proxies / Verskonings en Volmagte

3
Minutes of the previous Annual General Meeting 
Notule van die vorige Algemene Jaarvergadering

4
Matters arising from the minutes 

Sake wat uit die notule voortspruit
5

President's report / President se verslag
6

Honoraty Secret^/Treasurer's report 
Ere-Sekretaris/Tesourier se verslag

7
Announcement of New Executive Committee members 

Aankondiging van nuwe Uitvoerende Bestuurslede
8

Membership / Lidmaatskap
9

SASSH Constitution: Proposed amendment 
SA VH Grondwet: Voorgestelde w)^iging

10
General / Algemeen 

11
Next Annual General Meeting 

Volgende Algemene Jaarvergadering



Social event 
Sosiale byeenkoms

3 September 1993 

18:30

Countryside Braai, Thaba 'nchu Sun

(Bus departs from the Hotel Bloemfontein at 18:30 sham) 
(Bus vertrek vanaf Hotel Bloemfontein om 18:30 stiptelfk)

NEXT CONGRESS 
VOLGENDE KONGRES

25th Annual Congress 
25ste Jaarlikse kongres

27-28/08/94

Pretoria



CONGRESS SUMMARY 
KONGRESOPSOMMING

3 September 1993

07:15 - 08:00 Registration / Registrasie 
Odeion, UOFS / UOVS

08:00 - 08:10 Welcome and Announcements
Verwelkoming en aankondigings

08:10 - 09:55 Scientific presentations
Wetenskaplike voordragte

09:55 -10:30 TEA / TEE

10:30 -12:45 Scientific presentations
Wetenskaplike voordragte

12:45 -14:00 LUNCH / MIDDAGETE

14:00 -15:30 Scientific presentations
Wetenskaplike voordragte

15:30-15:45 TEA / TEE

15:45 -16:30 Scientific presentations
Wetenskaplike voordragte

6:30 -16:35 Closure of the Confess by the President
Afsluiting van die Kongres deur die President

16:35 -17:30 Annual General Meeting (members only) 
Algemene Jaarvergadeiing (slegs lede)

18:30 Bus departs to Thaba'nchu Sun
Bus vertrek na Thaba'nchu Sun



THE S.A. SOCIETY FOR SURGERY OF THE HAND 
DIE S.A. VERENIGING VIR HANDCHIRURGIE

CONGRESS / CONGRESS
3 September 1993

07:15 - 08:00 Registration / Registration 
Odeion, UOFS / UOVS

08:00 - 08:10 Welcome and Announcements Dr. S.L. Biddulph 
Verwelkoming en aankondigings

SESSION ONE: Chairman - Dr. S.L. Biddulph

08:10 - 08:20 Hand injiuies in rock climbers ,
Dr. C. Edelstein, Johannesburg

This paper serves to introduce the hand surgeon to injuries sustained 
during rock climbing. Rock climbing is a fast growing and 
competitive sport in South Africa. The Fourth National Competition 
was recently held in Natal which attracted foreign as well as the 
local climbers. There is a gradual growth of interest in this field in 
the literature and papers have appeared in both the American and 
British editions of the J.B.J.S. In a sense, man is "devoliitionizing" 
through this sport. However, unlike brachiating which virtually 
precludes the use of the thumb and is a mass-action of all the fingers, 
rock-climbing involves extreme compressive, tensile, torsional and 
shear forces across virtually every anatomic structure in the hand 
and wrist. (These will be illustrated). The competitive high grade 
climber will inevitably be temporarily disabled at some stage with 
injuries ranging ft”om gobies and zone 5 profundus tears to IP joint 
dislocations and flexor tendon avulsions. Porty climbers were 
evaluated with respect to hand and wrist injuries. The results wi)' 
presented and preventative measures will be considered 
management discussed.

08:20 - 08:25 Discussion

08:25 - 08:35 Saturday night palsy
Dr. L.T. de Jager, Dr. M. Singer, Cape Town

28 Patients with Saturday night palsy, presenting to the Groote 
Schuur Hand Unit, were reviewed. The nght side was involved in 
61% of cases. 21% of patients admitted taking alcohol the night 
before. The radial nerve palsy was complete at presentation in 96%.
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Although most patients started recovering by 6 weeks, a few started 
recovering as late as 16 weeks. Most patients recovered fully by 12 
weeks, but two patients recovered fully only after 20 weel«. All 
patients recovered fully without surgical intervention.

08:35-08:40 Discussion

pdating the indications of semi-occlusive dressing 
in the management of hand wounds

Prof. U. Mermen, Miss. A. Wiese, Medunsa

We have previously reported on the use of semi-occlusive dressing 
("Opsite" - Smith & Nephew) in the use of fingertip imuries. This has 
subsequently been published in the Journal of Hand Surgery.
In the light of the indisputable good results which we have attained, 
we took courage ana expanaed our indications for the use of 
"Opsite" in more proximal wounds.
These wounds include, not only straight forward simple injuries, but 
also those where conventional common sense would nave dictated a 
more aggressive attitude such as amputations, free vascularized 
flaps and prolonged medical management with archaic solutions 
such as Eusol to promote granulation tissue.
An overview of the basic philosophy, physiology and pathology of 
this method will be presented to enlighten the sceptics.

08:50 - 08:55 Discussion

08:55 - 09:05 Splinting the PIP joint Ms. C. Van Velze, Medunsa

"Pericapsular fibrosis resulting in stiffening of the interphalangeal 
joints of the fingers represents the most common disabling problem 
following hand injury, disease or surgery" (Fess & Phillips, 1987).
It is due to this fact that hand therapists all over the world have 
designed many different tjqies of splints to. prevent stiffness and 
contractures of the PIP joint or to overcome existing PIP joint 
contractures.
Preventative splints are usually splints which immobilise the joints 
in positions which are least likely to cause contractures or 
deformities. One a contracture of the PIP joint is present, corrective 
splints to mobilise the joint are used. They can be static or dynamic 
in nature. When dynamic forces are used, they are applied in such a 
way that the rotational force is 90 degrees to the middle phalanx as 
well as perpendicular to the axis of joint rotation. This is necessary 
to create equal stress on the collateral ligaments.
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Examples of a number of splints especially designed for the PIP joint 
will be presented. Indications for use of each splint will be discussed 
and suitable splints for a variety of PIP joint problems will be 
recommended

09:05-09:10 Discussion

09:10 - 09:20 The tennis elbow phenomenon
Dr. J.H. Fleming, Johannesburg

This is not always due to tennis. The lesion is a continuing 
inflammation of the insertion of the radial wrist extensors on to the 
lateral epicondylar ridge of the humerus.

It is caused by trauma, either acute or chronic. The treatment 
controversial. Anti-inflammatories seem not to cure only to placate. 
Physiotherapy works well for some but often fails. Intra-tendonous 
cortisone injection - works well for some but often fails. Surgery - 
works well for some but often fails.

Patient co-operation is vital to rehabilitation and is thus a problem. 
Some improve without the doctor.

09:20 - 09:25 Discussion

09:25 - 09:35 The effect of interposed fibrin glue on the peripheral 
regeneration in the rat

Dr. J.R. Lindsay, Johannesburg

Comparisons of nerve regeneration following anastomoses using 
microsutures versus anastomoses using hbrin glue have led to 
conflicting conclusions in the literature. The effect of interposed 
fibrin glue, whether placed intentionally or unintentionally between 
the nerve ends at the anastomotic site is not known in detail. An 
experimental study was carried out to compare conventioi 
epineural nerve anastomosis with nerve anastomosis using fibrin 
glue and specifically to assess the effect of interposed fibrin glue on 
nerve regeneration.
Four groups of ten Sprague-Dawley rats were used. Each 
underwent transection of the right sciatic nerve.
Group I had conventional epineural repair using 10/0 nylon 

sutures
Group II had repair using two orientating 10/0 nylon sutures and a 

cuff of fibrin glue
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Group III had a 5 mm gap between the nerve ends enclosed in a 
silicone tube

Group IV had the same construct as Group III but with the injection 
of fibrin glue into the silicone tube to achieve a solid 
cylinder of fibrin glue 5 mm in length between the nerve 
ends

Histological assessment of distal nerve regeneration was made at 
forty-nine days. Results to be presented.

09:35 - 09:40 Discussion

09:40 - 09: temalisation of flints for brachial plexus injuries
Mrs. I.M. Eggers, ProC U. Mennen and 

Dr. A. Matime, Medunsa

With major motor deficit in the upper limb and particular the 
forearm and hand, as seen in brachial plexus injuries where C7, C8 
and T1 is involved, the problem of achieving some functional use of 
the upper limb was solved in the eighties by external functional 
splints, e.g. Wynn Parry's complete flail arm splint or the forearm 
splint (1981).
The alternative to external splintage was considered by using a 
surmcal approach called "internalisation of splints" proposed by 
Moberg (1977) for quadriplegic patients. It includes dynamic and 
static splintage.
We report on a series of seventeen cases where internal splintage by 
re-constructive surgery was carried out. It also includes the 
functional results of the post-operative hand therapy programme. It 
not only normalised the patient's total appearance and improved his 
self-image significantly but made a contribution to regaining some 
function of the limb.
■"he surgery included : re-implantation of the bicms insertion to give 

ronation (1); brachio-radialis to EDC and EPL with thumb MP 
fusion (1); Zancolli lassoo (3); wrist arthrodesis (6); de-rotation 
osteotomy (4); opponens plasty, using various available donors (6). 
This total of 21 cases indicates that four patients had two of the 
above operations.
This report does not include the outcome of surgical and therapeutic 
intervention with internalisation of splints by means of a shoulder 
arthrodesis (26) where the C5 and C6 level of injury is addressed.

09:50 - 09:55 Discussion
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SESSION TWO: Chairman - Prof. U. MennMr

11:10 Lecture : Tumours of bone with special reference to 
the hand Prof. C. Isaacson, Johannesburg

11:10 -11:15 Discussion

11:15-11:25 Opposition bone block Prcf.K.S.'Naidoo,,Durban

The usual method of restoring opposition in irreparable’ median 
nerve palsy is by dynamic tendon transfer. In cases of extensive 
combined paralysis suitable motors for tendon transfer may not be 
available. In such cases it may be necessary to restore opposition b\ 
a static bone block. This paper presents a young schoolboy with 
extensive paralysis of his upper limb caused by polio. No suitable 
motors were available for restoring dynamic opposition. An 
opposition bone block was therefore performed using cortico- 
cancellous bone from the Iliac Crest. The thumb was placed in 
maximum abduction and jpronation in line with the index and 
middle fingers. The graft was placed deep to the 1st dorsal' 
interosseous from the thumb metacarpal to the index metacarpal.
The position of opposition was further maintained by a K-wire 
passing from the thumb metacarpal to the index metacarpal as well 
as a snort below elbow plaster of paris cast. The post operative 
function will be illustrated by clinical photographs.

11:25 -11:30 Discussion

09:55 -10:30 TEA (Sponsored by 3M South Africa)

11:30-12:05 Lecture : The diagnostic value of electro-myography 
in the various nerve compression S3mdromes in the 
upper limb Prof. A.J. Kruger, Bloemfontein

12:05 -12:15 Discussion ^ ^ ^ ^ ^

12:15 -12:25 American Society of 
classification system

Hand Therapists Splint
Ms. C. Van Velze, Medunsa

Over the past years the design and application of hand splints have 
been developed and expanded by hana therapists all over the world. 
Descriptions of splint styles and components were often based on 
random local names given to them by therapists or surgeons. As 
there was no consistency in the terminology used, therapists were 
often confused by what type of splint was required.
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In 1989 the American Society of Hand Therapists (ASHT) appointed 
a task force to develop recommendations regarding splint 
nomenclature. This taskforce developed the American Society of 
Hand Therapists Splint Classification System (SCS), which was 
presented at the 2nd Congress of the Internationcil Federation of 
Societies of Hand Therapists.
The focus of the classification system is function and not 
configuration. It is very detailed and can be used to describe the 
most complicated splint.
The SCS organises splints according to:
• whether they involve joints or not (articular vs non-articular)
• the primary anatomical segment or joints affected (location)
' the kinematic function of the splint (direction)
• the primary function of the splint (mobilise vs immobilise)
• secondary joints involved (type)
• individual design options
This new splint classification system has not been introduced to 
hand therapists and hand surgeons in South Africa as yet. The 
presentation will include a full description of the SCS. Examples of 
splints on each level will be given.

12:25 -12:30 Discussion

12:30 -12:40 The relative value of bone graft for the hand taken 
from the iliac crest and distal radius : A comparative 
and histological study

Dr. S. Biddulph, Dr. C. Schnitzler, Johannesburg

To our knowledge no data are available on the relative merits of 
bone grafts taken from the iliac crest and from the distal radius in 
hand surgery.
amples of bone were taken from 18 healthy white patients who 

required wrist surgery. These were undecalcified, labelled with 
tetracycline pre-operatively, stained and examined for trabecular 
bone structure, cortical thickness, static bone turn-over and bone 
marrow cellularity.
12:40 -(l^iis^iscussion

12:45-14:00 LUNCH
SESSION THREE : Chairman - Dr. J.H. Fleming
14:00 -14:40 Lecture: Clinical radiology of the shoulder

Dr. J.F. de Beer, Cape Town, M.A. de Beer, Pretoria
13



To treat shoulders successfully, the clinician has to make an accurate 
diamosis. This requires a thorough clinical evaluation followed by 
the Imaging modalities, of which )^rays are the most important. The 
authors supplement the clinical evaluation with ultra-sonography 
(done by themselves) and less often with arthrography. Computer 
tomography, CT arthrography and magnetic resonance is of value 
but should not be done routinely. The cost efficiency of the various 
modalities will be evaluated. This paper will be divided in three 
parts:

I The most common radiological views - how to do them and 
how to interpret them.

II A suggested practical approach to various common shoulder 
problems, using the imaging modalities

III Specialized Imaging ; Ultra-sound, Arthrography, CT, Cl 
Arthrography, MW

I The Common Views:
The Impingement series : The full series consist of:
1. AP (In external rotation)
2. AP (in internal rotation)
3. Axillary view
4. AC-joint view
5. Supra-spinatus outlet view
6. AP (30° caudad tilt) view
Trauma series:
1. AP
2. Lateral ("Y-view") or direct scapular lateral
3. Trauma axillary view
Instability series
1. AP
2. Lateral
3. Axillary view
4. West point view
5. Stryker "notch" view
Special views to evaluate problems of the acromio-clavicular 
joint, sterno-clavicular joint and clavicle fractures will be 
disucssed.
The positioning of the patient for all the above views as well as 
the interpretation of the views will be reviewed.
The authors request the following views for most problems:
Routine views:
1. True AP with 30° caudad tilt
2. Axillary view
3. Supraspinatus outlet view
4. 10* AC-joint view 14



II Practical approach to the different shoulder problems: 
Impingement:
1st Consultation - Clinical evaluation, including Neer 

injection test
- X-rays: Above-mentioned views
- Ultrasound (done by examiner) if rotator 

cuff tear is suspected
- AP stress view if large tear is suspected

2nd Consultation - (± 10 days)
- If better repeat cortisone injection
- No better: Ultra-sound examination of 

rotator cuff
- If ultra-sound is uncertain, do arthrogram

Trauma:
Request trauma series and classify fracture according to Neer 
(two to fout-part). If uncertain about the number or position of 
fragment, add C.T. examination.
Instability:
The routine views followed by arthroscopy and labral ligamen­
tous reconstruction.
Osteo-arthritis:
The routine views

- C.T. is. done if posterior wear on glenoid is not well shown on 
axillary view. Ultra sonography for the rotator cuff can be 
done.

III Specialized Imaging:
Ultra-Sonography
Should be done by the' shoulder surgeon, or a dedicated 
radiologist. It is of great value to evaluate the rotator cuff and 
biceps tendon. It is quick, painless and very cost- efficient.
Arthrography
Is the 'gold standard" for detecting full thickness rotator cuff 
tears. It can be performed by the shoulder surgeon himself - the 
technique is not too demanding.
CT:
The main indication is in fresh and old trauma cases to evaluate 
the position of fragments e.g. proximal humeral fractures.
CT Arthrography
Is of value to detect labral tears but requires a very dedicated 
radiologist.
Magnetic Resonance Imaging:
This is a very expensive modality and should only be used for 
specific problems. A shoulder dedicated coil has to be used and 
the shoulder should be scanned in three planes:



- Oblique coronal (parallel to the scapula)
- Oblique sagittal (90° to the plane or the scapula)
- Axial plane
Indications for MRI of the shoulden
1. Avascular necrosis of the head of the humerus
2. Tumours
3. Infections
4. Tears of the sub-scapularis muscle (these are difficult to 

judge on other imaging modalities and even arthroscopy can 
often not reveal su^ tears.

14:40 -14:45 Discussion

14:45 - 14:55 Opposition transfer : Follow-up of 15 cases at Grool 
Schuur HospiUl (1987 - 1992)

Dr. P. Makan, Cape Town

During 1987 and 1992,15 patients underwent opposition transfers at 
Groote Schuur Hospital. We reviewed these cases and found that 9 
patients had an excellent result, 2 good, 1 fair and 2 had a poor 
result. One patient was lost to follow-up. The fair to poor results 
could probably have been avoided if they presented earlier and if 
they had early transfers.

14:55 -15:00 Discussion

15:00 - 15:10 An unusual cause of median nerve compression
Prof. K.S. Naidoo, Durban

The usual cause of median nerve compression includes carpal 
tunnel, anterior interosseous and pronator s)mdromes. In this paper, 
an unusual cause of median nerve compression in a middle-aged 
male labourer is presented.

A reduplicate of the palmaris longus - arising from the FL^ 
compressed the median nerve just proximcd to the wrist. The clinical 
features were typical of a carpal tunnel syndrome. Complete relief 
of symptoms and recovery or median nerve function was achieved 
by resection of the accessory palmaris longus.

15:10 -15:15 Discussion

15:15-15:25 The Al-pulle^ in rheumatoid flexor tenosynovec- 
tomy: To retain or divide:

Dr. L.T. de Jager, Dr. R. Jaffe, Prof. I.D. Learmonth, 
Prof. A.W.lB. Heywood, Cape Town

16



We report a detailed comparative evaluation of flexor 
tenosynovectomy in 55 fingers in which the Al-pulley was divided 
and 45 fingers in whi<m the Al-pulley was retained. The 
metacarpophalangeal joint subluxed volarly in 49% when the Al- 
pulley was divided, compared to 11% when the pulley was 
preserved. Bowstringing occurred only when the Al-pulley was 
divided (7%). Ulnar deviation was 7° worse where the Al-pulley 
was divided. Active range of movement was limited in both groups. 
It was 11° less when the Al-pulley was divided.

15:25-15:30 Discussion

15:30 -15:45 TEA (Sponsored by 3M South Africa)

SESSION FOUR: Chairman - Dr. L.K. Pretorius

16:30 Round table : Wrist pathology -
traumatic, degenerative, dislocations, arthroses, insta­
bilities and rheumatoid arthritis 
Dr. L.K. Pretorius - Moderator 
Dr. S.L. Biddulph Dr. J.H. Fleming
Prof. U. Mennen Prof. K.S. Naidoo

16:30 -16:35 . Closure

17:30 SASSH Annual General Meeting (Members only)
^ SAVH Algemene Jaarvergadering (Slegs lede) .

Thaba'nchu Sun Social

Bus depart from Hotel Bloemfontein
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