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Fractures at the Base of the Fifth Metacarpal

Ho-Jung Kang M.D., Han-Stk Kim, M.D.,
Dong-Eun Shin M.D., and Eung-Shik Kang M.D,

Department of Orthopaedic Surgery, Yonsei University College of Medicine, Seoul, Korea

The treatment of 16 intraarticular fractures at the base of the fifth metacarpal was studied.
Intraarticular fractures at the base of the fifth metacarpal resembled Bennett' s and Rolando’ s
fractures in their pattern and in their tendency to instability. The problem was usually not the
reduction, but rather maintaining the reduction. A force hitting the head of the fifth metacarpal along
the Jongitudinal axis of the metacarpal was the most common cause of injury. Five fractures were
immobilized in a plaster cast after closed reduction. Six fractures were treated by closed reduction
and percutaneous pinning, 4 by open reduction and pinning, 1 by open reduction and plating. At
follow up afier median 14.8 months, the result of 11 cases was satisfactory. Two cases nonoperated
showed decreased grip power, limited motion, radiographical signs of osteoarthritis, and pain. Three
cases operated showed decreased grip power.

We concluded that restoration of articular surface and internal fixation againt the muscular pull
was mandatory for a satisfactory outcome.
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Type HIb Fig, 1. Petersen’ s types of intraarticular

fracture at the base of Sth metacarpal.




Tabie 1. Clinical data

Case Sex/Age Side Typeof  Injury Associated Treatment Lengthof Result
{years) fracture injuries Follow-up
(Peterson’s) (Mos.)
1 M7 R I Fstfight  Fx4thMC*base CR & Cast 46 Satisfactory
2 M2 R i Fstfigt  FxdhiMChess CR&Cast 13 Satisfactory
3 F#4 L il Fall Px34thMChlase CR & Cast 14 Satisfactory
4 FH L Ma Slip None C/R & Cast 7 Unsatisfactory
5 M37 L 111 Outcar Px4hMCbese CR&Cast 10 Unsatisfctory
6 M40 R I Incar P distal ulnar CR&F k. Satisfactory
Fx Rolando’ s
7 MA R I Fist fight Fx34thMCbase CR&IF 11 Satisfactory
8§ M7 L n Incar None CR&LIF 17 Satisfactory
9 MB3 R n Stip None CR&IF 7 grip power
10 F48 L IMla Outcar None CR&IF 13 Satisfactory
11 M21 R b Fistfight  Fx4thMCbase CR&IF 16 grippower
12 MI8 R Li§ Fist fight None OR & IF 7 Satisfactory
i3 M6 R II Fist fight None OR & IF 9 Satisfactory
4 M2 R Ma Fist fight None OR&IF 21 Satisfactory
15 M20 R Ma Slip None OR & IF 17 Satisfactory
16 MM45 R 1] Fist fight None OR & Plating 10 grip power
* Metacarpal
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Fig.2.

A.Petersen’ s type [lla intraarticular fracture at the base of Sth
metacarpal which a 20 year old man had after slip down,
hyperextension injury at carpometacarpal joint.

B. Open reduction and percutaneous pinning againts the muscular
deforming forces maintained normal anatomy.

C.A 7 months follow-up radiograph after operation shows bony
union without metacarpal shortening and intact joint space
without subluxation nor any evidence of post-traumatic arthritis.
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