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Introduction

• One method for treating thumb 
carpometacarpal (CMC) joint arthritis involves 
trapeziectomy with subsequent ligament 
reconstruction tendon interposition (LRTI). 

• Burton & Pellegrini (1986) were the first to 
describe harvesting half of the FCR tendon for 
LRTI, a procedure with excellent outcomes. 

• Here we report an under-discussed 
complication associated with this procedure: 
post-operative rupture of the remaining in-situ
half of the FCR tendon. 

• Finally, we provide our recommendations for 
avoiding this complication. 

Methods

• Retrospective chart review of 200 consecutive 
thumb CMC arthroplasties from 2006-2014, 
using half of the FCR tendon for LRTI. 

• All cases were performed by a single surgeon 
at a single institution. 

Results 

• 4 out of 200 patients (2%) presented with a 
similar constellation of symptoms. 

• Patients reported post-operative pain in the 
wrist and distal forearm over the graft harvest 
site, refractory to conservative management.  

• 3 out of 4 patients reported feeling a snap in 
the forearm in the first month post-operatively. 

• All 4 patients underwent re-operation at a 
mean of 5 months to remove the remaining 
half of the FCR tendon, which alleviated 
symptoms. 

• A typical intraoperative finding included a 
thickened, hypertrophic FCR tendon (Fig. 1). 

• FCR tendon rupture is a lesser known 
complication following LRTI. 

• When harvesting the graft, attempt to split the 
tendon exactly down the middle so as not to 
leave a thin tendon behind (Fig. 2A). 

• Furthermore, attempt to preserve the tendon 
sheath to prevent scarring and adherence to  
the skin (Fig. 2B). 

• If the FCR tendon looks tenosynovitic or 
generally diseased during harvesting, consider 
taking the entire tendon from the outset 
(essentially a prophylactic FCR tenotomy). 

Conclusions

Figure 1. Hypertrophied remaining half of 
FCR tendon during FCR excision surgery. 

Figure 2. (A) Approximate location where the FCR tendon should be split. (B) 
Preservation of the FCR tendon sheath while using FiberWire suture to split the tendon. 
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