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Dissectie en klinische anatomie
LEERDOELEN

1. Verdieping van anatomische kennis:
• Dissectievaardigheden

• Interpretatie van anatomische bevindingen

• Combinatie met chirurgische technieken

2. Ontwikkeling wetenschappelijke vaardigheden
• Literatuurstudie

• Kritische benadering

• Protocol uitwerken

• Paper schrijven

• Paper presenteren

3. Ontwikkeling klinische vaardigheden
• Link tussen wetenschappelijk onderzoek en klinische praktijk

4. Samenwerking en communicatie
• Groepswerk

• Communicatie met docenten

• Planning
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- Objectives

- Methods

- Results

- Conclusion

RECOMMENDED TITLE/TEXT SIZE 
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ADDING IMAGES

Please use Insert Image (from file) rather than the cut/copy and paste function. 

EXPORTING your ePoster

You can either save this as a ppt/pptx or export (save as) a pdf. 

Please check your poster carefully before submitting.

No direct injury to the common peroneal nerve was observed at the tunnel entry. The posterior border (line A) consistently showed the 

greatest nerve-to-pin distance, with means of 15.6 ± 2.5 mm at 90°, 13.9 ± 1.8 mm at 45°, and 14.3 ± 1.2 mm at 0° of knee flexion. The distal 

border (line D) showed the shortest distances, with mean distances of 10.2 ± 2.2 mm at 90°, 10.1 ± 2.0 mm at 45° and 9.7 ± 1.9 mm at 0° of 

knee flexion. Across all specimens, the smallest recorded distance was 7.5 mm at 45° flexion (line D). Overall, the greatest mean CPN-to-pin 

distances were consitently observed at 90° of knee flexion.

Figure 1 left knee positioned at 45° of flexion. Line A represents the 

distance from the pin to the posterior edge of the common 

peroneal nerve (CPN). Additional measurements were taken at 30°

clockwise intervals, designated as lines B and C. Line D represents 

the distance from the pin to the distal edge of the CPN.

Six fresh-frozen cadaveric knees were dissected at 90° of flexion. After 

removal of subcutaneous tissue, the biceps femoris was detached from the 

fibular head to expose the lateral collateral ligament (LCL). The peroneus 

muscle was carefully removed from the proximal fibular head to identify the 

tunnel entry point, located just anterior to the LCL insertion at the downslope 

of the fibular head. The tunnel was oriented from anterolateral to 

posteromedial, and a reference pin was placed at the entry site. CPN injury 

was considered present if the nerve lay within 3 mm of the pin, simulating a 6 

mm drill tunnel. The CPN was then exposed without altering its anatomical 

position. Presence or absence of injury and distances from the pin to 

predefined anatomical landmarks along the CPN were measured with a digital 

caliper at 0°, 45°, and 90° of flexion. Results are reported as mean ± standard 

deviation.

METHODS

Neurolysis of the common peroneal nerve (CPN) during posterolateral corner 

reconstruction may unnecessarily prolong surgical time and carries a risk of iatrogenic 

injury. Moreover, it is not feasible in minimally invasive reconstructions. This study 

aimed to evaluate the distance between the transfibular tunnel and the CPN, and to 

determine whether routine neurolysis is required for safe drilling.

OBJECTIVES RESULTS

Transfibular tunnel drilling can be performed safely without direct injury to the CPN. The greatest safety margin was achieved with the knee at 90° of flexion, 

maximizing the distance between the tunnel entry and the CPN. Routine neurolysis of the common peroneal nerve therefore appears unnecessary in routine 

posterolateral corner reconstructions.

CONCLUSIONS
Wouter Beel

wouter.beel@azgroeninge.be
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W. Beel 1, J. Lauwers 2, L. Rambour 2, L. Top 2, J. De Buyser 2, F. Michels 12, E. Vereecke 2

1 Orthopaedic departement, AZ Groeninge, Kortrijk, Belgium; 2 Departement of Development and Regeneration, Faculty of Medicine, KU Leuven Campus Kortrijk, Kortrijk, Belgium

Is Routine Neurolysis of the Common Peroneal Nerve Necessary for Safe Transfibular Drilling in Posterolateral Corner Reconstruction? An Anatomical Study

Figure 2 shows the mean distance from the pin to the common peroneal 

nerve for each reference point at the different knee flexion angles. 

Common peroneal nerve (CPN); millimeter (mm).
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INTRODUCTION
The advent of new endoscopic and
percutaneous techniques to treat ankle
instability increases the need for anatomical
landmarks. When performing an anatomical
reconstruction of the calcaneofibular
ligament(CFL), the footprint on the
calcaneus is difficult to indicate.

CONCLUSIONS
The described guidelines are useful to locate the CFL 
footprint when reconstructing the CFL. In addition, relative 
positions to local landmarks may be more adapted to the 
variation in foot size in patients. 

The close position of the CFL footprint to the sural nerve and 
the peroneal tendons increases the risk of damage when 
using percutaneous techniques. 

A small percutaneous placed needle at the estimated 
footprint can be very helpful during endoscopic and even 
open surgical techniques.

. 

RESULTS

METHOD
10 lower leg cadaveric specimens 
K wire is drilled at the intersection of 2 lines:

1.A line parallel with the fibula passing 
through the posterior point of the lateral 
malleolus was determined. 
2.A second line with an angle of 45 
degrees to the first one and passing 
through the fibular obscure tubercle was 
marked. 

A second wire was drilled blinded to the 
earlier marked landmarks and pin to assess 
the interobserver reliability.
Dissection and measurements

ACKNOWLEDGEMENTS

We thank the Jan Palfijn Anatomy Lab of 
the Kulak(KU Leuven) for support with 
specimens and infrastructure.

AIM
The purpose of this study is to evaluate a 
method to locate the footprint of the CFL 
related to the palpable landmarks of the 
lateral malleolus.

.
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Measurements
The mean distance to the centre of the CFL 
footprint was 1.7 mm (0-11mm).
The mean distance between both pins  was 
3.17 mm. 
The mean distance to the sural nerve was 1.7 
mm. 
The mean distance to the peroneal tendons 
was 7.1 mm.
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The lateral malleolus as a landmark to find the calcaneofibular 

ligament footprint on the calcaneus
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The cervical ligament has similar dimensions as the ATFL 
and CFL: an anatomical study of the subtalar ligaments

INTRODUCTION
Besides tibiotalar instability, also subtalar instability is a disabling
complication after acute ankle sprains.

The relative contribution of each ligamentous structure in the
stability of the subtalar joint is still unclear. The CFL, the only
ligament bridging both the tibiotalar and subtalar joint, is seen as
an important stabilizer of the subtalar joint. However, the intrinsic
subtalar ligaments, also seem to play an important role to stabilize
the subtalar joint.

Currently the literature on the anatomy of the intrinsic subtalar
ligaments is limited and unclear. Besides the ambiguous
terminology, there is also confusion about the anatomical
characteristics such as dimensions and location.

CONCLUSIONS
This study identified consistent characteristics of the intrinsic subtalar ligaments and 
clarifies the local anatomical situation. 

The anterior capsular ligament and the interosseous talocalcaneal ligament are 2 
different ligamentous structures.

The dimensions and footprints of the intrinsic ligaments of the subtalar joint suggest 
a more important role of the cervical ligament and anterior capsular ligament in the 
stability of the subtalar joint. 

The  results of this study are relevant to improve diagnostic tools and offer some 
guidelines when reconstructing the injured ligaments.

RESULTS

METHOD
• 16 fresh frozen cadaveric feet

• CT-scan
• Dissection & assesment of dimensions and locations of subtalar 

ligaments
• Indication of the footprints with radio-opaque paint
• CT-scan
• Generation of 3D models using MIMICS 

ACKNOWLEDGEMENTS
We thank Marie Vanhoof and Elise Lesage from the Jan Palfijn
Anatomy Lab of the Kulak (KU Leuven) for their support with
specimens and infrastructure. We thank the radiologic Department
of AZ Groeninge, Kortrijk, Belgium, for the support with the CT scan
imaging

AIM
The purpose of this study was to assess the anatomical 
characteristics of the subtalar ligaments and to compare them with 
the anterior talofibular ligament and calcaneofibular ligament.
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The cervical ligament had similar dimensions as the lateral 
ligaments: anterior length 13.9±1.5 mm, posterior length 
18.5±2.9 mm, talar width 13.6±2.2 mm, calcaneal width 
15.8±3.7 mm . 

The anterior capsular ligament and interosseous 
talocalcaneal ligament were found to be smaller structures 
with consistent dimensions and locations.

The different osseous landmarks and footprints indicated on

talus and calcaneus. The footprints and ligaments are

indicated: CL (purple), ACaL (red), ITCL (blue).

The anterior capsular ligament
(red) and the interosseous
talocalcaneal ligament (blue)
are 2 different ligamentous
structures.

The interosseous talocalcaneal ligament (blue) is 
located more deeply in the tarsal canal.  It is 
almost impossible to see during surgery from a 
lateral approach. This ligament has a small
connection (green) with the cervical ligament
(purple).

CONTACT INFORMATION
Frederick Michels

Orthopaedic Department, AZ Groeninge Kortrijk, Belgium

frederick.michels@azgroeninge.be

F. MICHELS 1,2, G. MATRICALI2, E. VEREECKE2, DEWILDE M2, F. STOCKMANS1,2

1 AZ Groeninge, Kortrijk, Belgium

2 University KU Leuven, Leuven, Belgium

The anterior capsular ligament (red) and 
the cervical ligament (purple) are 
located in the sinus tarsi. The anterior 
capsular ligament can easily be seen 
during an endoscopic approach of the 
posterior facet.

The cervical ligament (purple) 
is located behind the extensor 
retinaculum.

mailto:frederick.michels@azgroeninge.be
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Symposium "toekomst van de orthopedie”

Scherpe pijn buitenenkel 

Enkel zwelt op => blauwe 

kleur

Mogelijkheid tot steunen op 

voet

Geen afrollen van de voet 

mogelijk



• Consultatie Orthopedie

• Klinisch onderzoek: lichamelijk onderzoek, voorste 

schuifladetest, talar tilt test 

• Beeldvorming: MRI

• Diagnose: chronische enkelinstabiliteit

• Beleid: enkelbandreconstructie 

• Primaire indicatie voor operatieve ingreep = falen van 

niet-heelkundige behandeling
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• Reconstructie vereist gedetailleerde kennis van:

• Ligament morfologie en bundelconfiguratie

• Aanhechtingsplaatsen

• Materiaal eigenschappen 

Symposium "toekomst van de orthopedie”22

Probleemstelling en relevantie  

• Probleemstelling

• Verschillende functionele rol binnenin bundels ATFL

• Beschrijving ligament aanhechtingen t.o.v. benige referentiepunten

• Huidige enkelbandreconstructies en adequaat herstel biomechanica

 



• Hoe verandert de vorm van de laterale ligamenten (ATFL en CFL) afhankelijk 

van de positie van de enkel?

• Welke anatomische landmarks zijn relevant voor correcte plaatsing van  

boortunnels tijdens reconstructie? 

• Wat is het effect van reconstructie van de verschillende bundels op de range 

of motion?

Symposium "toekomst van de orthopedie”23

Onderzoeksvragen 



• Lengte van ligamenten in plantair- en dorsiflexie

• Anatomische landmarks

• Afstand van ligament tot landmarks

• ROM voor en na reconstructie met kunstligament

Symposium "toekomst van de orthopedie”24

Protocol 



Symposium "toekomst van de orthopedie”25

• Lengtemetingen ATFL en CFL

• Positieafhankelijke 

lengteveranderingen: superieure 

bundel ATFL

• Isometrisch: CFL + inferieure 

bundel ATFL

• Consistente ruimtelijke relaties 

aanhechtingsplaatsen ATFL en CFL 

t.o.v. geselecteerde 

referentiepunten. 

Resultaten 
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Resultaten 

Symposium "toekomst van de orthopedie”



• Invloed op natuurlijke enkelbiomechanica ATFL reconstructie

• Bundel 

• Locatie aanhechtingsplaatsen 

• Type graftmateriaal (transplantatiemateriaal)

Symposium "toekomst van de orthopedie”27

Conclusie 
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      Sarah Algoed en Céleste Descamps

• De maximale spanningsvrije transpositielengte van de nervus interosseus anterior naar de 
diepe motorische tak van de nervus ulnaris: een anatomische dissectiestudie

      Bavo Decavele, Marjolein Theeten en Jérome Vercruysse
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Decavele B., Vercruysse J., Theeten M.

Prof. Vereecke E., Prof. Dr. Michels F., De Buyser J., Dr. Vanhaecke J.

Maximal tension-free range of the 

anterior interosseous nerve transposition
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Casus M.V., 29 jaar, 

Anamnese

Patiënt werd via de spoedgevallendienst opgenomen na 

een accidentele val door een glazen deur -> diepe 

laceraatwonde aan de ulnaire zijde van de proximale 

rechteronderarm

Onmiddellijk na het trauma meldde patiënt:

• gevoelloosheid van pink en ulnaire helft van ringvinger

• krachtverlies van de hand

• moeilijkheden met spreiden van de vingers

• verminderde grijpkracht

Geen voorgeschiedenis van neurologische aandoeningen

Klinisch onderzoek

Inspectie: 

• Diepe snijwonde van ± 8 cm 

mediale zijde elleboog

• Geen actieve bloeding, beperkt 

oedeem

Motorisch onderzoek: 

• Uitval passend bij een proximale 

laesie n. ulnaris

• Juist distaal van eerste motorische 

aftakking.
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Probleemstelling

Proximale sectie n. ulnaris ➜ functie- en sensibiliteitsverlies

• Intrinsieke handspieren

• Verschillende flexoren (FDS/FDP – FCU)*

Klinische gevolgen

• Klauwhand

• Verminderde grijpkracht

• Verminderde vingerspreiding en –sluiting

• Uitval sensibiliteit n ulnaris gebied

*Afhankelijk voor of na de motorische aftakkingen proximaal

Verwacht neurologisch herstel

• Perifere zenuwregeneratie: ~ 1mm/dag
• Grote afstand letsel -> intrinsieke 

handspieren

• Eerste tekens herstel: 4-6 maanden

• Verder herstel: 12 - 24 maanden
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Oplossing

Exploratie van de wonde

aangevuld met een zenuwhechting
Letsel thv de 

elleboog 



Adapted from Schenck et al., 2015
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Oplossing: zenuwtransfer AIN naar Ulnaris

Pisiform

bone
Pronator quadratus

muscle

Medial

epicondyleTechniek:

• N. interosseus anterior (AIN) zo 

distaal mogelijk vrijdisseceren

• Transponeren naar motorische tak

n. ulnaris

Indicaties:

• Proximale ulnaire letsels

• Hoge cubitale laesies

• Ernstige axonale schade

Minder nuttig bij:

• Zeer distale letsels



Eerste tekenen van re-innervatie

• Vaak reeds na 3-6 maanden 

(  9-15 maanden)

Functionele winst

• Merkbaar binnen 6-9 maanden 

(  12-24 maanden)

Faculteit Geneeskunde35

Winst AIN transfer

Tijdswinst herstel intrinsieke functie: 

6-12 maanden
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Cadaverstudie – Maximale tension-free range AIN

Methode: 

• 3 lichaamsdonoren

• Dissectie protocol: McLeod, G. et al en Qing, X. et al.

• 5 meetpunten

• AIN zo distaal mogelijk vrij disseceren om zo distaal 

mogelijk op motorisch deel n ulnaris te plaatsen.

Resultaten:

• Gemiddeld tension free transpositie: 5.56 cm 

• Vergelijkbaar met andere studies en in alle cadavers 

was een transfer mogelijk.

Maximal tension-free range of the 

anterior interosseous nerve 

transposition: a cadaver study

Vercruysse J.1, Theeten M.1, Decavele B.1, De Buyser J.1, Prof. 

Vereecke E.1, Prof. Dr. Michels F.2, Dr.Vanhaecke J.2

1Faculty of medicine, KU Leuven Kulak, Belgium, 2Orthopedic 

surgery, AZ Groeninge Kortrijk, Belgium

Keywords: Guyon’s canal, transfer surgery, ulnar deep motor 

branch, nerve injury, tissue reinnervation
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Cadaverstudie – Maximale tension-free range AIN

Methode: 
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Resultaten:
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was een transfer mogelijk.

Maximal tension-free range of the 

anterior interosseous nerve 

transposition: a cadaver study

Vercruysse J.1, Theeten M.1, Decavele B.1, De Buyser J.1, Prof. 

Vereecke E.1, Prof. Dr. Michels F.2, Dr.Vanhaecke J.2

1Faculty of medicine, KU Leuven Kulak, Belgium, 2Orthopedic 

surgery, AZ Groeninge Kortrijk, Belgium

Keywords: Guyon’s canal, transfer surgery, ulnar deep motor 

branch, nerve injury, tissue reinnervation
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Louka Minne
Martijn Steen
Charles T’Jollyn

Supervisie: Wouter Beel, Frederick Michels, Evie Vereecke & Janou De Buyser 

3e bachelor geneeskunde Kulak

   

Het bepalen van anatomische landmarks 

voor popliteuspees reconstructie



Musculus popliteus 

• Posterolaterale hoek

• Functioneert als ligament

• Stabiliseert posterolaterale translatie

• Letsel vaak gemist

• Ruptuur
• Verhoogt posterolaterale instabiliteit
• Verhoogt stress op achterste kruisband

Jadhav SP, More SR, Riascos RF, Lemos DF, Swischuk LE. Comprehensive review of the anatomy, function, and imaging 
of the popliteus and associated pathologic conditions. RadioGraphics. 2014;34(2):496–513. doi:10.1148/rg.342125082.



Letsel achterste kruisband (AKB)

• AKB + volledig stabiliserend systeem reconstrueren

• Musculotendineuze overgang proximaal & lateraal  
van tibiale sulcus 

• Anatomische tunnel
• Literatuur: tibiale sulcus
• NVB dichtbij 

Kruisbandreconstructies

Vivacqua T, Vakili S, Willing R, Moatshe G, Degen R, Getgood AM. Biomechanical 
Assessment of Knee Laxity After a Novel Posterolateral Corner Reconstruction 
Technique. Am J Sports Med. 2022;50(4):962-967.



Relevantie kliniek 

• MTJ proximaler & meer lateraal
• Gemiddeld 14.8 mm 

• MTJ NVB
• Gemiddeld 16 mm

• Popliteusreconstructie
• Tunnelplaatsing herzien

     ∼
 



Inzichten voor 
toekomst  

• Fibulaire bottunnel
• Greffe fixatie op fibula kop
• Betere visualisatie
• Nervus peroneus

• Meer veiligheid 
• Afstand tot NVB

• Anatomische studies
• Reconstructie popliteofibulaire 

ligament
• Posterolaterale stabiliteit 
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