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Operative Treatment of the Mallet Finger

Sung Joon Kim, M.D., Kwang Hyun Lee, M.D., Tae Seoung Ha, M.D.

Department of Orthopedic Surgery, Hanyang University College of Medicine, Seoul, Korea

Mallet finger is a common deformity caused by discontinuity of the extensor mechanism

at the distal interphalangeal joint. The loss of Imm of excursion of extensor tendon at

the distal phalanx may result in 20-30 percentage loss of motion. Surgical repair are

made defficult by slimness and thin of the extensor tendon, Anatomical reduction of

tendon length or bony fragment was important factor for successful results.
From Jan, 1984 to Jul. 1991, we experienced 33 operations for mallet fingers.

The results were summarized as follows :

1. The 3rd finger was the most commonly involved (33.3%), followed by the 4th finger
and the most common cause was direct blow (57.6%).

2. According to the Doyle’s classification, the most common type was type
I (33.3%), followd by the type IVp(30.3%), and 25(75.8%) of 33 cases were
showed to be satisfactory results, but there were no satisfactory results in tyep III.

3. The mode of injury, amount of damage, anatomical reduction of the tendon length
or bony fragment and cooperation of the patient are thought to be related to the

results.
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32171 239, o7 109ojgen, EAe 20
o} 30td7F, AxE 1007 7HE wddH(Fig.
1). A9 BXE A3FA7 1182 7P ¥t
1, A4FA, A5FR Y Eol Ak Fig. 2).

2. kel

4908 A7 (direct blow)e] 19312 7}
ZF ¥t gl 9 A (knife injury)©] 58, 2
#(crushing injury)o] 3 Qon, 44 &
EasiAY & 22 447 63 o

w

Ju

E25¥E Doyled ¥H(Tablel)ol @teH
Type I°] 118, Type Vg7t 108 (Table2)2 &
& NEE 2yt FAF Fe7Ae V1%L 4
Foluizt 113, 3/ Lolizt 153, 37HYoldol
73 At} (Table 3).

4, T4 (Tabled)

Type 1 1133 63loA A B3<=3 pull out
23ee Agdn, 534 W7 F(tendon cal-

Table 1. Classification of mallet finger

No. of patient
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W

7th age
(decade)

Ist 2nd 3rd 4th 5th 6th

Fig. 1. Age & Sex distribution

No. of Patient
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Thumb Index Middle Ring Little

Fig. 2. Finger distribution

lus)MAE 2 B4 Al on Type I 58
2N AXRTE 2 Pull out 3FEE, Type
M 38l E 47 8%, 33 23¢9 2 A
A&g APsYen Type N 143 EZFA A
B 2 K-24 23eg AP3A.

5 Xz@z

Aze] #ARe ANALAH(extension lag)dl A
T, 9493 #EY BT A 238 #
Al g4 WafFo gt e Foz AR
Eo] oz AP (Table5), F 338F

(By Doyle)

Type 1 :Clased or blunt trauma or with loss of tendon continuity or without a small chip fracture.
Type 1l : Laceration at or proximal to the DIP joint with lose of tendon continuity
Type I : Deep abrasion with lose of skin, subcutaneous cover, and tendon substance.

Type IV 4 : Transepiphyseal plate fracture in children.

Type Vg : Hyperflexion injury with a fracture of the articular surface involving 20 to 50 percent.
Type N : Hyperextension injury with a fracture of the articular surface usually greater than 50 percent, and with
early or late volar subluxation of the distal phalanx.
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Table 2. Distribution According to the Type

Table 6. Results

Male Female  Total(%) I O WM Np Ng N¢ Total
Type I 8 3 11( 33.3) Excellent 4 4 1 3 1 13
i 3 2 5( 15.7) Good 6 1 4 1 12
m 3 3( 9.1) Fair 1 1 1 3
N Poor 2 2 1 5
A 1 1( 3.0)
B 6 4 10( 30.3) Excellent(39. 4%)
C 2 1 3( 9.1)
Total 23 10 33(100)
Table 3. Interval Between Injury and Operation
Within Over
4wks. 1M-3Mos. 3Mos. Total Fair(9.1%)
Type 1 1 6 4 11
Type 1 2 3 5
Type I 1 2 3 Good(36.4%) Poor(15.1%)
Type N .
A 1 1 Fig. 3. Results
B 6 4 10
c 3 3 Table 7. Results (Type I)
<4wks. 1-3Mos. >3 Mos. Total
Table 4. Methods of Operation Excellent 8 8
Good 1 2 4 7
Type 1 : Callus Excision & Repair Fair 1 1
Tenorrhaphy with pull out suture Poor
Type II : Tenorrhaphy with pull out suture
Type I : Repair
Arthrodesis Table 8. Results (Type Vp)
Tendon reconstruction <4wks. 1-3Mos. >3Mos. Total
Type IV :0/R & I/F with K-wire Excellent 2 1 3
Arthrodesis Good 9 2 4
Fair 1 1
Table 5. Evaluation of Results Poor 1 1 2

Excellent : <5 Degree, No Stiffness
Good :5—15 Degree, No Stiffness
Fair : 15—30 Degree

No Degenerative change
Poor : >30 Degree

Degenerative change

7 138, %357} 128, BEo] 138, BFo
52 33¥F 59 439 4P 1A 2534
A REETg AAE AR BT BFe &
AE B 8N ¢ ARE AAHTa
ble 6, Fig. 3). FE3< Type MAAN a54E 3
o} 38 EFoAN E9EFe AAE BYY. 7}
Z B2 HNxE B Type I3 Type NpollA

FAF FENA 7173 A EEE 4w
A= A (Table 7, 8).

N.3on &

FAe 9946 B AAA9 BaAsgder
U3 AAA #BEY FFH AHe| s A
Hel Ae2 JERF 7H &3] &dez 49
A Aot AR EHdoze 279 9= AA
A9 §8oz P FF AA(terminal exten-
sor tendon)& A Y F9 7| Ao BF3}A,
LA #AE) 0—-80x9 &FA ¥3—4mme] A
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(axial compression force)& Wo} A Hgo]
ojun] 2R B FAXHTL AHA BEol
0% o4 FFA AFA A th (retinacular li-
gament)8 A& 93 FHUZHo] FUHIE
k. =3 &g9deze WA £5E7G
23 E(occupational activity)oll &3 T4
AL}, AAESY AFNME EF5F7IU &
Ao Yy w4F G0 1982 M B
ko diAe A¢ #Aee] £ FEY T
ANAE ¢ & 8N
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A9 Wz g Yy o] Abouna”$ Robb®el ¢
A A4A, M55 &olgon AAES
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Fe 2719 AA2AY Ay FHSEY #F
ol e} Al BFgel gloy AAAY HH-3
- 32U X8 A9 8% Doyled] £l o
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229 Ko BAAQL PPF Fe7 Yol
gom BAA wPoze $A4 Hugd 1Y
o2 Smillie7} XY nAH YL A3
A7M@old Green T°%'%0] o|& WA ALE
3 gon, 49X BAE SAMAANAN T, 24
AP/AE o 0% SIANAH LA WHo=
292 #Ae FIZFFo] Ao + J2H A
AE9 AYPorEe FAEY 4EF=2 i Hx
Byt gaso] anE Y] HALAY ¥
AN wAWE 7397t ol AF B
e gde] e Aoz A4dd. EF FEX
AP L Leyin®0] FHFEE g AHET °f
) e} EFe B2o] AgHNLH Ui 65F F

ERRF 253 OMRE 1AL A3, o
wge nAol Az 41, TR ¥
F3oA7} ok718 7bsAdel Bk K- 13 #
e Pratt?ol] 23] &AHNLH AHARRE
o o9& Basol gley pingd, EHAEAES
ZIA Gl Fe EAZE Ada k. AAE
& oA BAR NE8W FFS$ 4FFA
B3E3le A7l AL

&4 W e 2 External tendon suture®d
22 Hillmann"0] A& 7€ Aoz 723
o] wE F2oz AF EAHe Atk Mason”
& 49 FAAME F4E JHFFEE(d-
rect repair)2 AP Aol Fon FAPoY
Robb £*9& 94X de] AAZe] gk B
AA Bold F JQemz FEAYPd WHES A
71871% #o9 Elliott'e A48 2 W, 913
& stodof grin FAAT. AP FA 9 BS
AZ2L AAs: A BF¥ee AYse Yol
AW Aoy ARzA 9 &£Alo] Qe AF Af
Z olA&g o]&F AAL WhYe] ey AY
ZAo] Sutd AL A2 A FHo
245 olgrt dojuAHH ol FEI}
K-ZHdoz nAde Wye] Aok Starkd
Dorsal incision®] Y} Hamas 5] Midlateral inci-
siond] ¥hfio] glen AAEL 49A #E9 H)
Bo TE3 Y3 FNIHE HFRANE A
Ak AREY A$ Type 1S Alte] Bol
A Fo] HYY A7 Bken d7R3Eo]
PP ASde AAeH Bdes, 1HE
de Asde A 2¢EH pull outBHEE A
Yoy, @& dRoz AF Type MM E
pull out WEHEE ANPstn BF) FAE 4
3 L9 BEd K-74E Adstdck =g A
g =9 Arzze A43 HIFL FUF
Type I8 A% 1348202 A B¢ed ANY3A
U dEREe] ¥ 5 3¢ AnzFd @
WdAA &L AYsta 23y FEe, #ELY
& 2 A Ad&e AgEsth Type N9 3%
de ZAWY HRty PEE ez sn
K-Z4oz 99x¥d e WaRsgnen B
40U o) K- AASL 553 #HLES
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% 479 BAHE Abouna’d] HHio] o
Y ol d4F HLo] £ol3A ot ARES
Yoz 155 mghe] AHAALE dJAE &
A Zo] g AN E IAA=HUA FE AL
2 Aol wFo HFd Yon 15x o4
9] AAzdoly WA 4G AR BAY
Hy4 sy #8770 e B¢ EnFe
BEHdgo. 24x 2+ 33¥8F 4 139, 43
12818 25#(72.0% )1 A 258 e AdE &
Qoo g ButEAg e ARE AUY. ®
3 FA3e A9 Type M9 344 38 25
7 B9izel A58 Yehdn ¥ 3 E4F
A9 s A7 Umdn Radgoyd ARE
9] AFNME FAFX<Q Type Nl 1081 & 7
Aol =28 ARE AU29(Fig. 4)
Type Ve 1817} A2 (Fig. 5) 2 HA+E
S+t

v.2 ¢

L 39 EX& A3FA7 1182 Mg gL

Fig. 4

A. Extension loss of DIP joint in 19-year-old woman.
B. Preoperative roentgenogram (Type Vg).

C. Postoperative roentgenogram.

D. Roentgenogram 7 months after operation.

E. No extension loss 7 months after operation.

BEXE BYT A4FA(27.3%), A543 g0l
Qom Aoz A7 (direct blow)ol
198 (57.6% )2 7}% @sith

2. % 33381F 2530(75.8% )1 A =¥ wg A
FIg Ao g BEtZe AGg AU

3. #3F FeEAY NBH sedFHe &
AT A ANeH, FA9Q, FAIA &3
Az Aoyt FHe Rt PEI} fxt
o ¥x7} Ao F88 AL 7XE 242
Atg €t}
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