Clhinical skills

The Hand Patient: Fracture-dislocation of the base ot
the first meta-carpal bone (Bennett’s Fracture)

Prol” Ulrich Mennen

MBChB, FRCS(Glasg), FRCS(Edin), FCS(SA)Orth. MMedOrth), MD(Ort) Pret
Head: Department of Hand-and Microsurgery, MEDUNSA

Figure 1: The proximal and radial
displacement of the base of the thumb
metacarpal is due to the strong pull by
die APL tendon. The avulsed fragment
is still attached by the strong inter
metacarpal ligaments.

a plaster cast) for six weeks.

Figure 2: Reduction and stability can
only be achieved Dy closed reduction
and percutaneous fixation (protected by

Dear Colleagué,

thumb (Bennett’s fracture)

Thank you for your referral of Mr AF M a thlrty three year old rlght
dominant sales man who was involved in a motor vehicle accident two
days ago. He complai ts of severe pain at the base of his left thumb. He
believes that the thumb was Severely hyper-dbducted dunng the accident.
He did not suffer any other injures.

was a plain x-ray of both hands which revealed an avulsion fracture of
the base of the first mei al. The first meta—carpai is dislocated and
prox1mally dlsplaced:, ~ fractures or dlslocatlons are seen.. The

the swelling subsides. The only certain
dequate eductlon and maintenance is by
ire stabilization. The thumb should be pulled

ugh the first meta-carpal into the second.
) _This position is now protected
lint to prevent the K-wires from

meta-carpal aCross
with an extemal ,
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Re: Your patlent Wlth a hyper—abductmn m]ury of the left hand

On examination the base of the thumb is swollen and bluish
| discoloured. The thumb is very painful with movement. The rest of the
hand is neuro-vascular intact. The only special mvestlgatlon needed |

uction is very seldom adequate and

reductlon is achmved percutaneous ,

Figure 3: With the advent of mini-
screws and — plates, some surgeons with
the necessary technical training fix
these small fragments in an anatomical

and stable position. This has the
advantage of early mobilization without
the use of any splints.

DISCUSSION

The Bennett’s fracture should be distinguished
from a transverse fracture of the base of the
first meta-carpal which is called a Rolando
fracture. Two types of Rolando fractures are
described namely ulnar deviated and radial
deviated. The ulnarly deviated fractures (i.e.
bent towards the index finger) are usually stable
and can be treated conservatively with splinting
for two or three weeks after which active
mobilization is be allowed. The radialy
deviated fracture (i.e. bent away from the index
finger) is usually an unstable fracture and
should be internally fixed.

The pathology of a Bennett’s fracture is a
hyper-abduction injury. The dislocation
proximal and radial wards is due to the strong
pull by the abductor pollices longus tendon.
This should be countered when reduction is
done. The avulsed ulnar bony fragment is still
attached to the intact strong inter-meta-carpal
ligaments.

Untreated Bennett’s fractures may develop
post-traumatic osteo-arthritis. This will then
have to be addressed with e.g. an excision
arthroplasty. However this is seldom necessary.

With sincere regards,

Ulrich Mennen
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