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Open Reduction for the 5th Metacarpal
Neck Fracture
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Department of Orthopaedic Surgery, Yongdong
Severance Hospital, Yonsei University, College of
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Purpose: To evaluate the treatment results of open
surgery in the 5th metacarpal neck fracture by retrospec-
tive analysis.

Materials and Methods: From March 1996 to May
2004, 15 patients who underwent open surgery due to the
5th metacarpal neck fracture were retrospectively
reviewed with radiographic and functional analysis. We
used the visual analog satisfaction score (0~10) to assess
the patient’s subjective satisfaction and the assessment
categories including pain, limitation of motion, hand
deformity, and function. Patients gave each assessment
category 10 points as the best score, and we analyzed the
results with atotal of 40 points. For open reduction, pos-
terolateral approach was used with the 5th extensor ten-
don retracted to the ulna or radia side, and then fracture
site reduction was done.

Results: There were malunion in 4 cases, rotational
deformity in 2 cases, redisplacement after closed reduc-
tion in 6 cases, displaced intraarticular fracture in 2
cases, and open fracture in 1 case. Patient subjective sat-
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isfaction score was an average of 34.6 points (29~38
points). Average dorsal angulation was 50.2° (41° ~ 72°)
in the preoperative oblique radiographs and 18.4° (15° ~
41°) at the last follow up.

Conclusion: Open surgery should be recommanded
for the treatment of the 5th metacarpal neck fracture in
cases of malunion, rotational deformity, unstable and
redisplaced fracture, displaced intrarticular fracture, and
displaced growth plate injury.
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Table 1. Perioperative data

Fig. 1. Preoperative photograph shows rotational deformity of
5" finger at 7 weeks after initial trauma.

Age/Sex D*/Non.-DT Injury _Tirr_1e Internal Satisfaction Indicationsfor
Mechanism to surgery fixation score open reduction
1 M/29 D Fight 1wk Mini screw 38 Redisplacement
2 M/14 D Fall 7 wks K-wire 29 Malunion
3 M/18 N Fall 4 wks K-wire 36 Redisplacement
4 M/24 D Fight 8 wks K-wire 37 Malunion
5 M/14 D Fight 2 wks K-wire 37 Intraarticular fx
6 M/50 D Fall 3wks K-wire 36 Rotation
7 M/34 D Work related 2 wks K-wire 31 Rotation
8 F/10 D Fall 4 wks K-wire 35 Redisplacement
9 F/27 D Fight 3wks Mini screw 36 Redisplacement
10 M/31 D Fight 6 wks K-wire 37 Malunion
11 M/12 D Fight 2 wks K-wire 35 Intraarticular fx
12 M/39 D Work related 1 day E/F* 32 Open fx
13 M/61 N Fall 6 wks K-wire 30 Malunion
14 M/41 D Fight 4 wks Mini plate 36 Redisplacement
15 M/42 D Fight 5wks K-wire 35 Redisplacement

D*: dominant hand, Non-D': non-dominant hand, E/F': external fixation
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Fig. 2. Preoperative radiograph shows malunited 5" metacarpal neck fracture at 7 weeks after initia trauma. Dorsal angulation was
54° . Acceptable alignment was achieved after osteoclasis and interna fixation. Follow up radiograph shows satisfactory

union at postoperative 2 years.

Colll

Fig. 3. Preoperative radiograph shows angulation of 5" metacarpal neck by reduction loss at 1 weeks after initial trauma. Acceptable
alignment was achieved after open reduction and mini screw fixation. Follow up radiograph shows satisfactory union at post-

operative 6 months.
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