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Financial Disclosure & Caveat

a) Paid to open the 2026 Australia & NZ Conference

b) Supports plaster & wound care management teaching

c) Paying for the UQ Health Economist for Primary Care Fracture Clinic model study
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Financial Disclosure & Caveat

a) Paid to open the 2026 Australia & NZ Conference

b) Supports plaster & wound care management teaching

c) Paying for the UQ Health Economist for Primary Care Fracture Clinic model study

This talk shares how I manage basic # in Australia according to local guidelines where I am a 
licenced medical doctor. 

This is not advice about how to manage # in the US where I am not a licenced medical doctor
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UCA Benchmarking Report Operations 2022
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UCCs with # clinics
(Adie et al., in press)

• USA 2%
• Australia 15%
• NZ 100%
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• Key stakeholders: ortho 
clinical nurse consultants, 
ortho surgeons, GP liaison, 
GPs

• Practice nurses upskilled to 
apply fibreglass casts

• 50% increase conversion 
rate to surgery at hospital 
specialist orthopaedic 
service

• Parking more convenient 
than hospital

• Appoint times on schedule 
much better than hospital

• A list of ‘in scope’ fracture 
for family medicine 
developed



1. Proper set up for # management

2. Understand the # healing process

3. Follow initial examination & management 
principles

4. Develop a referral network

▪ Includes acute referrals for open #, comminuted #, acute 
neuropathy, vascular compromise, compartment syndrome, or 
skin tenting.

▪ Includes physio, occupational or hand therapy

         Australian Journal of General Practice
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Scan the QR code to submit 
your feedback digitally.

1) Distal radius #

13 y.o. boy fell off bike when stopping suddenly & 
going over the handlebars.
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Case courtesy of Mohammad A. ElBeialy, Radiopaedia.org, rID: 39780



Scan the QR code to submit 
your feedback digitally.

2) Scaphoid #

20 y.o. male falls after being hit by a car & falls on 
his outstretched hand
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Case courtesy of Bahman Rasuli, Radiopaedia.org, rID: 215363



Scan the QR code to submit 
your feedback digitally.

3) Metacarpal #

25 y.o. male presents with a painful, swollen hand 
after punching a wall. Dorsal swelling noted with 
tenderness over the 5th & 5th metacarpal bones

16

Case courtesy of Jochemus Johannes Hamman, Radiopaedia.org, rID: 221860

60⁰



Scan the QR code to submit 
your feedback digitally.

4) Finger #

35 y.o. male accidently hit R 4th finger with hammer 
today at work. On examination: wound & 

tenderness on the right index finger distal phalanx
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Case courtesy of Mohammad Osama Hussein Yonso, Radiopaedia.org, rID: 92332



1) Distal radius
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Source: AdobeStock_272901944.jpeg



1) Distal radius: examination
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o Intercarpal ligament injuries

▪ Scapholunate & lunotriquetral ligament involvement in 1/3

o Nerve pathology – median > ulnar​

▪ Acute carpal tunnel syndrome

o Tendon complications

▪ EPL rupture, ECU or ED entrapment​



1) Distal radius (Johnson et al, 2019; Szymanski et al, 2025)
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Case courtesy of Leonardo Lustosa, Radiopaedia.org, rID: 180779



1) Distal radius (Johnson et al, 2019; Szymanski et al, 2025)
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Case courtesy of Leonardo Lustosa, Radiopaedia.org, rID: 152642



1) Distal radius (Johnson et al, 2019; Szymanski et al, 2025)
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1) Distal radius (Johnson et al, 2019; Szymanski et al, 2025)
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1) Distal radius (Johnson et al, 2019; Szymanski et al, 2025)
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Source: Lumus Radiology

Rank Intra-articular
Parameter Normal Acceptable

1 Intra-articular step (AP) Congruous Age 38 – 58:  2 mm step-off
Age > 75:       3 mm step

2 Intra-articular gap (AP) Congruous Age 38 – 58:  3 mm step-off
Age > 75:        4 mm gap



1) Distal radius # management: children
(The Royal Children’s Hospital Melbourne Paediatric Fracture Guidelines)

25

0 – 5 years  < 20 ⁰

5 – 10 years < 15 ⁰

10 – 15 years < 10 ⁰ *

* less in girls maturing earlier

Distal Radius Fracture Management in the ED – Alfred Emergency Education
Source:Distal Radius Fracture Management in the ED | Alfred Emergency Education

https://emergencyeducation.org.au/distal-radius-fracture/


1) Distal radius: # to refer
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Common types of distal radius fractures
Source: medium.com



1) Distal radius: # to refer
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A) Die Punch

Case courtesy of Henry Knipe, 
Radiopaedia.org, rID: 38847

Case courtesy of Bálint Botz, 
Radiopaedia.org, rID: 82915



1) Distal radius: # to refer
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A) Die Punch

B) Radial styloid (Chauffer’s, Backfire, or Hutchinson’s #) 
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30

A) Die Punch
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1) Distal radius: # to refer

31

A) Die Punch
B) Radial styloid (Chauffer’s, Backfire, or Hutchinson’s #) 
C) Smith's

D) Barton's
E) Unacceptable angulation, displacement, step or gap
 e.g. Galeazzi #/dislocation



1) Distal radius: # to refer

32

A) Die Punch
B) Radial styloid (Chauffer’s, Backfire, or Hutchinson’s #) 
C) Smith's

D) Barton's
E) Unacceptable angulation, displacement, step or gap
F) Carpal ligament instability, dislocation or 
loss of radiocarpal alignment

Case courtesy of The Radswiki, 
Radiopaedia.org, rID: 11913



1) Distal radius: # to refer

33

A) Die Punch
B) Radial styloid (Chauffer’s, Backfire, or Hutchinson’s #) 
C) Smith's

D) Barton's
E) Unacceptable angulation, displacement, step or gap
F) Carpal ligament instability, dislocation or loss of radiocarpal alignment
G) # not maintaining reduction after splinting

Case courtesy of Frank 
Gaillard, Radiopaedia.org, 
rID: 12382



1) Distal radius: # to refer

34

A) Die Punch

B) Radial styloid (Chauffer’s, Backfire, or Hutchinson’s #) 
C) Smith's

D) Barton's

E) Unacceptable angulation, displacement, step or gap
F) Carpal ligament instability, dislocation or loss of radiocarpal alignment

G) # not maintaining reduction after splinting
H) Isolated displaced ulnar styloid #

Source: CA_OrthoDx_012319_Image-1



1) Distal radius: # management

35

o Adults:

At injury: 

- POP back-slab or split cast

At 7-10/7: 
-     if no manipulation, apply light weight cast, re X-ray in new cast, review 6/52

- if manipulated, reinforce cast, re X-ray in new cast & review in a week

At 2/52:

- if manipulated, convert to full cast, & re-Xray in full cast

At 6/52: 

- remove cast, re-Xray if clinical signs equivocal, & discharge if pain free with rehabilitation exercises



Scan the QR code to submit 
your feedback digitally.

1) Distal radius #

13 y.o. boy fell off bike when stopping suddenly & 
going over the handlebars.
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Case courtesy of Mohammad A. ElBeialy, Radiopaedia.org, rID: 39780



1) Distal radius: # management 
(The Royal Children’s Hospital Melbourne Paediatric Fracture Guidelines)
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o Children:

Metaphyseal #

Torus #       - below elbow back slab or removeable splint 3/52

        - no follow-up by family physician, # clinic or repeat X-ray needed

Complete, un, or minimally displaced - below elbow cast 4 - 6/52



1) Distal radius: # management 
(The Royal Children’s Hospital Melbourne Paediatric Fracture Guidelines)

38

o Children:
Metaphyseal #

Non-displaced Salter Harris I & II #

Below elbow back-slab or removeable splint

Review - 5/7 post immobilization with X-ray

   - 4/52 remove back-slab or splint & re-X-ray

      discharge if X-ray satisfactory & clinical exam normal with 2 – 3/12 before return to contact sports



2) Scaphoid
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o Radial artery

▪ 80% retrograde from dorsal carpal branch
▪ 20%   from superficial palmar arch

▪ 15% single blood vessel supply risk avascular necrosis 

2) Scaphoid 
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Case courtesy of Maciej Debowski, 
Radiopaedia.org, rID: 67055



o 3 provocative tests within 24 hours - 87-100% sensitivity/ 74% specificity if all 3 positive

1) Anatomical snuffbox tenderness

▪ 90% sensitive, 40% specific

2)  Scaphoid tubercle tenderness

▪ 87% sensitive, 57% specific

3)   Scaphoid axial compression test

▪ reproduce pain by thumb pressure on scaphoid tubercle & index finger pressure on proximal pole of the scaphoid

2) Scaphoid # 
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2) Scaphoid # 

42

CT  - sensitivity 89-90%, specificity 85-100%

MRI  - sensitivity 97.7%, specificity 99.8%

Bone scan - most sensitive 3 – 4/ 7 post injury but usually reserved for ongoing pain despite 

   normal serial plain films

Patients with a clinically suspected # have a true #:  < 20%

Xray misses 15 – 20% of scaphoid # 



2) Scaphoid: suspected # 
(Brisbane South Community Health Pathways 2026)
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Scaphoid tenderness # but normal X-ray:

▪ Presumptive cast 

▪ 10 – 14/7 repeat X-ray (91% sensitive) 

• No tenderness or # on scaphoid view – treat as soft tissue injury

• Ongoing tenderness & normal X-ray – other modalities or reapply cast until 5/52 

▪ 5/52 – ongoing tenderness – request MRI or refer for an ortho opinion

Other options include:

CT scan and if normal, splint and re-evaluate 2 weeks, if still tender MRI

MRI and if normal splint for comfort

By OpenStax - https://cnx.org/contents/
FPtK1zmh@8.25:fEI3C8Ot@10/Preface, 
CC BY 4.0, https://commons.wikimedia.org
/w/index.php?curid=30131133

https://cnx.org/contents/
https://commons.wikimedia.org/


Scan the QR code to submit 
your feedback digitally.

2) Scaphoid #

20 y.o. male falls after being hit by a car & falls on 
his outstretched hand
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Case courtesy of Bahman Rasuli, Radiopaedia.org, rID: 215363



2) Scaphoid #: non-displaced waist (Brisbane South Community Health Pathways 2026) 
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Nondisplaced waist # – scaphoid back slab 

▪ Scaphoid back slab 10/7

▪ Full fibreglass scaphoid cast 6/52  

▪ If pain-free and # united on X-ray, mobilisation with hand therapist & avoid full weightbearing for 3/12

▪ If symptomatic or X-ray shows non union – seek orthopaedic advice

Case courtesy of Bahman Rasuli, Radiopaedia.org, rID: 215363



2) Scaphoid: proximal pole # (Brisbane South Community Health Pathways 2026) 

46

Proximal pole # 

▪ refer acutely for surgical opinion for consideration for ORIF

▪ If orthopaedic assessment delayed or conservative treatment chosen, long arm cast including thumb proximal 

phalanx with healing time up to 12 – 23/52

Case courtesy of RMH Core Conditions, 

Radiopaedia.org, rID: 33623



2) Scaphoid # - non-displaced waist (Brisbane South Community Health Pathways 2026) 
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Un-displaced distal pole (scaphoid tubercle) # 

▪ Below elbow short arm cast (without thumb immobilisation)

▪ Remove cast at 6/52 & re-Xray

▪ If still symptomatic, reapply cast and refer to orthopaedic service

Case courtesy of Frank Gaillard, Radiopaedia.org, rID: 18085



2) Scaphoid #: not clinically healed in suggested periods
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Extra immobilisation in 4/52 periods until union – mostly by 10 – 12/52

For manual workers returning to work some require:

▪ CT showing > 50% of the trabeculae bridging across the fracture site

▪ Normal examination clinically

▪ Grip strength of 20 – 40% of the contralateral side strength 



3) Metacarpal fractures
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Adobe Licence: 112098322



3) Metacarpal: examination
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Normal alignment of fingers vs rotational malalignment



51

Source: Poolman, Goslings et al. 2005, Kollitz, Hammert et al. 2014, Bloom and Hammert 2014, White, Mackenzie et al. 2016, Richards, Clement et al. 2018, Carreño, Ansari et al. 2020, 
Lambi, Rowland et al. 2023, Brisbane South Community HealthPathways, 2026).

Metacarpal #: acceptable non-operative criteria

Digit Head 
articular 
step (mm)

Neck angulation Shaft angulation Shaft shortening (mm) Base articular 
step (mm)

Thumb < 1 30 °if bony apposition > 75% < 2

2nd & 3rd fingers < 1 10-15° 10° 6

4th finger < 1 30° 20-30° 6

4th MC head shortened 
proximal to 5th as more 
cosmetically disfiguring

5th finger < 1 50-70° 20 - 30° 6



3) Metacarpal #: General immobilization principles if acceptable position 
(Brisbane South Community HealthPathways 2026)
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• Buddy strap but if very painful use volar slab 1 – 2/ 52

• Consider referral to had therapy for review, splinting & mobilisation



3) Metacarpal #: Conservative management
(Brisbane South Community HealthPathways 2026)
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Case courtesy of Craig Hacking, Radiopaedia.org, rID: 83291

Head

Immobilise as per general immobilisation principles

Review 1/52 with Xray

Refer hand therapist if position acceptable

Head



3) Metacarpal #: Conservative management
(Brisbane South Community HealthPathways 2026)
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Case courtesy of Craig Hacking, Radiopaedia.org, rID: 83291

Neck
2 – 4th MC

Neck
5th MC – can extend to 
neutral

Neck 
5th MC – can’t extend to 
neutral

Immobilise as per General 
Immobilisation Principles

Immobilise as per General 
Immobilisation Principles

If can extend to neutral 
and no rotational 
deformity buddy strap 2 – 
3/52

Ulnar gutter slab & refer 
hand therapy

Review 1/52 with X-ray Review 1/52 with X-ray Review 1/52 with X-ray

Refer hand therapy if 
adequate position for 
custom splinting & 
rehabilitation

Refer hand therapy if 
adequate position for 
custom splinting and 
rehabilitation

Remove cast 4/52 & 
mobilise

Neck



Scan the QR code to submit 
your feedback digitally.

3) Metacarpal fractures

25 y.o. male presents with a painful, swollen hand 
after punching a wall. Dorsal swelling noted with 
tenderness over the 5th & 5th metacarpal bones
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Case courtesy of Jochemus Johannes Hamman, Radiopaedia.org, rID: 221860

60⁰



3) Metacarpal #: Conservative management
(Brisbane South Community HealthPathways 2026)
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Case courtesy of Craig Hacking, Radiopaedia.org, rID: 83291

Shaft 2 – 4th MC Shaft 5th MC

Immobilise as per General 
Immobilisation Principles

Ulnar gutter POP

Review 1/52 with X-ray Review 1/52 with X-ray

Remove cast 4/52 & mobilise Remove cast 4/52 & immobilise

Shaft

Exception: Transverse # 4th MC
- If 5th MC head more proximal than 5th MC head request acute 
assessment with ortho or plastics because of risk of disfigurement



3) Metacarpal #: Conservative management
(Eiff et al, 2020; Brisbane South Community HealthPathways 2026)
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Case courtesy of Craig Hacking, Radiopaedia.org, rID: 83291

Base – thumb (Bennett’s) Base – 2 – 4th MC 5th MC

Extra-articular < 30 ⁰ 
angulation: Thumb spika

Ensure true lateral to check 
dorsal subluxation of MC or 
hamate fragment

Ensure true lateral to check 
dorsal subluxation of MC or 
hamate fragment

If no -> volar slab or wrist 
splint leaving MCPJ free

If yes -> volar slab & refer 
for acute orthopaedic 
opinion

If no -> volar slab & refer 
for orthopaedic opinion

If yes -> volar slab & refer 
for acute orthopaedic 
opinion

Review 1/52 with repeat X-
ray

Review 1/52 with X-ray

Remove cast 4/52 & 
mobilise

Remove cast 4/52 & 
mobilise

Base



3) Metacarpal #: Conservative management
(Radiopaedia 2024, Brisbane South Community HealthPathways 2026)
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o Non-acceptable angulation

o Head
▪ Uncommon but disabling complications
▪ No articular displacement acceptable
▪ Most require surgery so splint and refer

o Base 5th MC - acute if joint space reduced between 
  hamate & 4th & 5th base & ? subluxation
 - otherwise, volar slab and refer

o Base of thumb 
• Bennet #     - acute referral
• Rolando #     - acute referral



3) Metacarpal #: refer – Bennett’s

59

▪ Partial avulsion # of the MC base  

▪ Avulsion fragment stays in anatomical 
position attached to the trapezium

▪ Remaining MC & thumb displaced 
proximally by APL and into adduction/ 
supination by AddP

Case courtesy of Mohamed 
Mahmoud Elthokapy, 
Radiopaedia.org, rID: 91004



3) Metacarpal #: refer – Rolando #
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Comminuted 3-part Bennett # base of thumb

o Male to female 10:1

o Usually 20 – 40 y.o. from fist fight
o Usually unstable & require surgery

Case courtesy of Mohammad Niknejad, 
Radiopaedia.org, rID: 61566



4) Finger fractures

61

AdobeStock_107767071



4) Finger: examination (Sherman, 2019)
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o Angular & rotational deformity

o Nail bed injuries

o Neurological status 
▪ 2-point discrimination most sensitive indicator of deficit
▪ Start 1 cm & decrease until 2 points not felt
 - Normal 2 – 5 mm fingertips & 7 – 10 mm dorsum of hand
 
o Motor & sensory function

o Vascular status – especially lacerations – Allen test

Motor function movement Nerve Sensory area

Rock Medial n 2 & 3rd fingers

Paper Radial n Dorsum of thumb webspace

Scissors Ulnar n 5th finger

OK Anterior interosseous n Nil, motor only



4) Finger: Proximal phalanx # - intra-articular (Sherman 2018)
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I) Intra-articular head/ base

 A) Head
Type I – stable no displacement
Type II – unstable uni-condylar
Type III – unstable bicondylar or comminuted

 B) Base – Lateral

II) Extra-articular neck/shaft

o Non-displaced fractures 
involving < 20% joint surface 

▪ Buddy strap 3 – 4/ 52

o Displaced, comminuted, or non-
displaced involving > 20% joint 
surface 

▪ Refer as often require surgery



4) Finger: Proximal phalanx intra-articular # displaced < 20 % joint space
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Case courtesy of Bruno Di 
Muzio, 
Radiopaedia.org, rID: 39158

Conservative management with buddy strap 3 – 4/52



4) Finger: Proximal phalanx # - Extra-articular 
(Sherman 2018, Brisbane South Health Pathways 2026)
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o Extra articular # with:

▪ < 10 ⁰ angulation

▪ < 2 mm shortening

▪ least 50% (+) bony contact without rotational deformity

o  Immobilise​:

▪ Undisplaced – buddy strap or Zimmer splint up to 4/52

▪ Mildly displaced – Lat X-ray – Zimmer splint up to 4/52

▪ Mildly displaced – AP X-ray – buddy strap +/- Zimmer splint

▪ Re-X-ray 1/52

I) Intra-articular head/ base

II) Extra-articular - neck/ shaft
o Short oblique (30 - 60⁰ angle)
o Long oblique (< 30⁰ angle)

o Spiral

o Transverse



4) Finger: Proximal phalanx # - Extra-articular 
(Sherman 2018, Brisbane South Health Pathways 2026)
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Zimmer splint:

Source: Horton, 2014



Tendency to underestimate disability with these #

No tendon attachment but angulate in volar direction 
from traction from IO m & extensor tendons

o

4) Finger: Proximal phalanx # - Extra-articular – refer after volar slab: 
(Sherman 2018; Brisbane South Health Pathways 2026)
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o Rotated spiral & some oblique
o Comminuted
o Severely displaced # with:
 > 10 ⁰ angulation
 > 2 mm shortening
 < 50% bony contact
 Rotational deformity
o Multiple #
o Neck

I) Intra-articular head/ base

II) Extra-articular - neck/ shaft
o Short oblique (30 - 60⁰ angle)
o Long oblique (< 30⁰ angle)

o Spiral

o Transverse



Comminuted intra-articular # proximal phalanx L 
ring finger extending to PIPJ with mild angulation

o Refer as comminuted

4) Finger: Proximal phalanx # - Extra-articular – refer after volar slab: 
(Sherman 2018)
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Source: Lumus Radiology



• 2nd X-ray after fixation plate & screws

4) Finger: Proximal phalanx # - Extra-articular – refer after volar slab: 
(Sherman 2018)
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Source: Lumus Radiology



I) Intra-articular head & base

• Type I – stable no displacement

• Type II – unstable uni-condylar

• Type III – unstable bicondylar or comminuted

II) Extra-articular neck/ shaft

III) Avulsion

o Non-displaced condylar

▪ Dynamic splinting with buddy strap & early 
motion exercises

o Displaced condylar (>20% of joint surface)

▪ Plaster immobilisation & refer

o Comminuted fracture 

▪ Plaster immobilisation & refer

4) Finger: Middle phalanx # - Intra-articular: (Sherman 2018)
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Type II unstable unicondylar #

o Un-displaced intra-articular # middle phalanx 5th finger

o Refer for an orthopaedic opinion as involves > 20% joint space

4) Finger: Middle phalanx # - Intra-articular: (Sherman 2018)
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I) Intra-articular head & base

II) Extra-articular neck/ shaft
o Short oblique (30 - 60⁰ angle)
o Long oblique (< 30 ⁰ angle)
o Spiral (from twisting/ torsion)
o Transverse (horizontal)

III) Avulsion

Conservative
o  Extra articular # with:
▪ < 10 ⁰ angulation
▪ < 2 mm shortening
▪ > 50% bony contact without rotational deformity

o  Immobilise​:

▪ Undisplaced – buddy strap or Zimmer splint up to 4/52

▪ Mildly displaced – Lateral X-ray – Zimmer splint up to 4/52

▪ Mildly displaced – AP X-ray – buddy strap +/- Zimmer 
splint

▪ Re-X-ray 1/52

4) Finger: Middle phalanx # - Extra-articular: 
(Sherman 2018: Brisbane South Health Pathways 2026 )
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Zimmer splint:

4) Finger: Middle phalanx # - Extra-articular: 
(Sherman 2018: Brisbane South Health Pathways 2026 )
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Source: Brownmed USA Plastalume Zimmer Padded Aluminium 
Finger Strip Splints With White Foam 



4) Finger: Middle phalanx # - Extra-articular: 
(Sherman 2018)
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Source: Lumus 
Radiology

Spiral # middle phalanx with minimal displacement

o Conservative management

▪ < 10 ⁰ angulation

▪ < 2 mm shortening

▪ > 50% bony contact without rotational deformity



I) Intra-articular head and base

II) Extra-articular - neck/ shaft
o Short oblique (30 - 60⁰ angle)
o Long oblique (< 30⁰ angle)

o Spiral

o Transverse

III) Avulsion

o Rotated spiral & some oblique

o Comminuted

o Severely displaced # with

•       > 10 ⁰ angulation

•       > 2 mm shortening

•      < 50% bony contact 

•       rotational deformity

o Multiple #

o Neck

4) Finger: Middle phalanx # - Extra-articular – refer after volar slab: 
(Sherman 2018)
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Comminuted angulated # middle phalanx L index finger

o Refer as transverse & angulated > 10 ⁰

4) Finger: Middle phalanx # - Extra-articular – refer after volar slab: 
(Sherman 2018)
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Case courtesy of 
Mohammad
Osama Hussein Yonso, 
Radiopaedia.org, rID: 95463



o Dorsal base

▪ Avulsion of the central slip of the extensor tendon

▪ Urgent referral for internal fixation – risk Boutonniere 
deformity

4) Finger: Middle phalanx # - Avulsion (Sherman 2018)
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Case courtesy of Alborz Jahangiri, 
Radiopaedia.org, rID: 45787



o Dorsal base

o Volar base (Wilson fracture)

▪ From avulsion of the volar plate

▪ If > 30% joint surface involved - unstable

▪ If < 30% of joint surface involved & no subluxation:

• Daytime buddy strapping

• Nighttime volar splinting of PIPJ & DIPJ at night

• Return to sport 6/52

4) Finger: Middle phalanx # - Avulsion (Sherman 2018)
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o Dorsal base

o Volar base (Wilson fracture)

o Lateral base

▪ From avulsion of collateral ligaments

▪ Most surgeons recommend early fixation

4) Finger: Middle phalanx # - Avulsion (Sherman 2018)
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o Non-displaced

▪ Rx Mallet splint 3 – 4 weeks

▪ Comminuted – may remain painful for months

o Displaced transverse fractures

▪ Require reduction +/- K wire

▪ If unable to reduce urgent referral as nail bed 
may be caught in #

4) Finger: Distal phalanx # - Extra-articular (Sherman 2018, Brisbane South Community HealthPathways 2026)
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I) Extra-articular

II) Intra-articular – dorsal



Scan the QR code to submit 
your feedback digitally.

4) Finger fractures

35 y.o. male accidently hit R 4th finger with hammer 
today at work. On examination: wound & 

tenderness on the right index finger distal phalanx

81

Case courtesy of Mohammad Osama Hussein Yonso, Radiopaedia.org, 
rID: 92332



Extra-articular transverse SH I or II # base of distal finger

o Mallet Deformity with terminal extensor tendon attaching 
proximal epiphyseal fragment & FDP attaching distal 
fragment

o Refer for an orthopaedic opinion

o Also occurs on toes

4) Finger: Distal phalanx # - Extra-articular (Sherman 2018)
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I) Extra-articular - Seymour

II) Intra-articular – dorsal

Case courtesy of Francis Deng, 
Radiopaedia.org, rID: 71967



Extra-articular transverse SH I or II # base of distal finger

o Mallet Deformity with terminal extensor tendon attaching 
proximal epiphyseal fragment & FDP attaching distal 
fragment

o Refer for an orthopaedic opinion

o Also occurs on toes

4) Finger: Distal phalanx # - Extra-articular (Sherman 2018)
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I) Extra-articular - Seymour

II) Intra-articular – dorsal

Case courtesy of Francis Deng, 
Radiopaedia.org, rID: 71967



o Non-displaced 
▪ Mallet splint 6 – 8/52 without flexion otherwise 

risk chronic flexion deformity. 
▪ Remove splint during daytime & caution against 

finger flexion for 4 more weeks

o Displaced & > 25% of articular surface 
▪ Mallet splint & refer for an opinion

4) Finger: Distal phalanx # - Intra-articular – avulsion (Sherman 2018)
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I) Extra-articular

II) Intra-articular – dorsal



Displaced intra-articular avulsion # dorsal 4th 
distal phalangeal base at the insertion of the 
common extensor tendon

o Refer for an orthopaedic opinion as displaced

4) Finger: Distal phalanx # - Intra-articular – avulsion (Sherman 2018)
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• Intra-articular distal avulsion fracture – volar surface

▪ Refer for early surgical fixation

4) Finger: Distal phalanx # - Intra-articular – avulsion (Sherman 2018)
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I) Extra-articular
II) Intra-articular – dorsal

III) Intra-articular - volar



Commuted # L ring finger distal phalanx with large 
# fragment displaced 11 mm proximally and 
rotated 90 ⁰
distally in palmar direction & 1.5 mm dorsal 
displacement of distal phalanx

o Referral to the orthopaedic service for 
management

4) Finger: Distal phalanx # - Intra-articular – avulsion (Sherman 2018)
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Summary:

• Community # clinic models
• 23% of our local hospital’s # were managed by our UCC # clinic
• Common upper limb # managed discussed today:

1) Distal radius
2) Scaphoid
3) Metacarpal
4) Finger

Great opportunity for US UCCs to serve patients & help the healthcare system
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your feedback digitally.
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