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Metacarpal Shaft Fracture Treated by Closed Reduction and
Percutaneous Intramedullary K-wire Fixation

Soc-Joong Choi, M.D., Chang-Hyun Llim, M.D,, Ho-Guen Chang, M.D.,
Jun-Dong Chang, M.D., Chang-Ju Lee, M.D.

Department of Orthopaedic Surgery, Hallym University, Seoul, Korea

The metacarpal shaft fracture has been reported as a stable fracture relatively, but operative
treatment is indicated when there happens reduction loss, or is in need of early exercise.

Intramedullary K-wire fixation has been used for unstable transverse or long oblique
diaphyseal fracture of the metacarpal bone.

The fracture site is not opened and the K-wires are introduced under X-ray control.

The techniques can stablize the fracture site and allow immediate exercise postoperatively.

We experienced 9 cases of 4th metacarpal shaft fracture treated by percutaneous
intramedullary K-wire fixation with modified technique.,

The K-wire was used one or two each metacarpal fracture. The types of fracture were 4cases
of transverse, 3 of oblique, 2 of comminuted.

The average clinical union period were 5 weeks. There were not severe complications in all
cases.
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Table 1. Analysis of cases.
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Case Sex Type Angulation ROM(Postop.**) Union period No.
fAge of Fx. #** (weeks) of K'wire
Preop.*  Postop.** flexion  extension

1 M/25  transverse 250 1 90 10¢ 4 2
2 M/29 oblique 200 3. 90- 10- 5 i
3 M/20  transverse 300 3a 90~ 100 5 1
4 M/32 oblique 20- 0- Q0. 10+ 6 2
5 M/25  comm. }*** 250 0. 90- 100 5 1
6 F/41 oblique 20+ 0- 90- O 4 2
7 M/29  transverse 30- 1. 9o 10- 6 1
8 M/18  transverse 20+ 0. 90 10- 5 |
9 F/25  comm *#%* 40- 0- 90- 10= 5 1

Mean 5 1.4

Preop.* : Preoperation
Postop.** : Postoperation
Fx *** : Fracture

Comm. **** : Comminuted
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Fig 1. Photograph shows intramedullary K'wire
fixation with retrograde technique in
metacarpal shaft fracture,

Fig 2. Photograph shows the tip of K'wire is located
at MP joint.

Fig 3. Photograph shows the tip of K'wire is located
at dorsum of wrist and CMC joint is involved.
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Fig 4. Photograph shows the tip of K wire is located
at dorsum of wrist and CMC joint is not
involved.

Fig 5. Photograph shows active exercise of PIP joint
at POD #1.
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Fig 6-A. A 29-years-old male patient with 4th

metacarpal shaft transverse fracture.

B. Closed reduction and intramedullary K wire
fixation with retrograde technique that the tip
of K-wire is located at dorsum of wrist and
CMC joint is not involved.

C. Radiograph at postoperative 6 weeks shows
well union.
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Fig 7-A. A 25-years-old female patient with 4th shaft comminuted fraciure,

B. Closed reduction and intramedullary K wire fixation with retrograde technique that CMC joint is not

involved.

C. Radiograph at postoperative 5 weeks shows well union.

D. Photograph shows well hand exercise.
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