
Internal Fixation of Distal Metacarpal Fractures:  

“New” Uses for an Old Plate  

PURPOSE 
 

•Certain metacarpal fracture patterns require operative fixation to 

restore anatomy and optimize results.  

•Compared to dorsal plating, the width of the mini-condylar blade 

plate buttresses the deforming volar pull of the intrinsics and 

provides a stronger construct.  

•The implant provides firm fixation in the juxta-articular fragment 

with minimal space requirements.  

•Therefore, the purpose of this study was to examine our 

outcomes following utilization of a mini-condylar blade plate for the 

treatment of distal metacarpal fractures. 
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METHODS 
 

22 distal metacarpal fractures in 20 patients 

treated with a mini-condylar blade plate were 

retrospectively reviewed.  

 

Outcome measures 

•postoperative grip strength 

•range of motion 

•return to work 

•radiographic evidence of osseous union.  

CONCLUSIONS 
•The mini-condylar blade plate is a safe and effective technique for 

stabilizing unstable peri-articular metacarpal fractures.  

•Stable fixation allows for early range of motion, rapid return to strength, and 

a relatively quick return to full work duty.  

•We have shown a low complication rate, however stiffness and residual pain 

can occur. 

•The utilization of this technique should be considered when treating distal 

metacarpal fractures with open reduction and internal fixation.  

TECHNIQUE 

RESULTS 

XR demonstrating a metacarpal neck fracture in 69 year old female  

• The average arc of motion of the metacarpal-phalangeal (MCP) joint was 62 

degrees post-operatively.  

• 82% (18 of 22 fractures) were able to flex their digits to their distal palmar 

crease.  

• 71% (12 of 17 patients) had at least 75% return to grip strength compared to 

the contralateral side.  

• The average return to full activity (17 patients) was 2.5 months (range 1-3 

months) after surgery.  

• There were no major complications. 

• Dorsal approach over the MCP joint with elevation of skin flaps and take care 

in preserving branches of the ulnar sensory nerve.  

• Gentle mobilization of the extensor tendons and dividing of the ulnar sagittal 

band is performed.  

• A longitudinal capsulotomy allows us to visualize the fracture site. After careful 

hematoma evacuation and debridement, the fracture is anatomically reduced.  

• Care is taken not to release the entire collateral ligament during the exposure 

to preserve stability and blood supply.  

• Following open reduction and placement of an appropriately sized and 

contoured 2.0 mm mini-condylar blade plate (Synthes, Paoli, PA) against the 

ulnar aspect of the bone, a 0.062 inch K wire is inserted through the condylar 

screw hole.  

• After a provisional reduction has been maintained, the K-wire can be passed 

into the main distal fragment. A 2.0 mm drill is used for the pilot hole for the 

blade.  

• The more distal and dorsal condylar blade is then passed parallel to the 

articular surface, just under the dorsal cortex as to avoid malrotation. 

• The 14 mm condylar blade is measured to the patient’s anatomy and  can be 

shortened if necessary. The drill hole for the blade is round, but the blade is 

rectangular in its cross-sectional area. This makes manual insertion of the 

blade into its hole difficult, with a fine touch being required in order not to 

cause further comminution of the metacarpal head.  

• After further contouring to the patient’s diaphysis, the more volar condylar 

screw can be placed, however volar screw prominence should be avoided.  

• The shaft screws can then be placed to finalize the fixation. 

• Post-operatively, patients are placed in a resting hand splint with the MCP 

joints flexed to 70° while the IP joints are extended.  

• Sutures are removed at seven to ten days and early active motion and tendon 

gliding exercises are initiated following the first post-operative visit and 

progressed as tolerated.  

• Patients are weaned from their splints at four to six weeks.  

• After radiographic and clinical evidence of healing are noted, strengthening 

typically begins at approximately six weeks post-operatively. 

2.0mm mini-condylar blade plate (Synthes, Paoli, PA) 

XR demonstrating a metacarpal neck fracture in 69 year old female, 3.5 

months post-operatively 


