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INTRODUCTION

A mallet finger is a common injury of the terminal
iextensor mechanism at the base of the distal phalanx.®

This injury can be tendinous (avulsion of extensor tendon) or
bony (fracture at the dorsum of the base of the distal phalanx).
Bony mallet fingers comprise 30% of all mallet fingers.

The first bony mallet finger was described by Segond in
1880, while the first tendinous mallet finger was described by
Shoening in 1887.% The initial surgical treatment of mallet
finger was reported by Mason in 1930° and then by Pratt in
1957.°

The conservative treatment was described by Smilie in
1936, and reflected advancements in physiopathology and the
use of plaster of Paris splints to immobilize the distal
interphalangeal joint (DIPJ) in extension and the proximal
interphalangeal joint (P1PJ) in flexion.”

In 1962, Stack splints which leave the PIPJ free were
begun to be used. They are still used despite the efforts of
researchers to propose improved splints.

An example of dynamic splint was described in 1968
such as Abouna’s splint,” It was rapidly abandoned due to the
rusting of its metal wires, and the wearing of the elastic tensor
bands.
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In the 1984, Crawford® described a method for
evaluating the therapeutic results. Since 1984, a number of
surgical and conservative treatments have been described.

Traditionally, surgeons recommended surgery for
fractures involving more than one third of the DIP joint
articular surface’ and those with subluxation or displacement.®
Others have proposed conservative management for almost all
cases of mallet finger injuries challenging the surgical
indications®. Thus, there is no consensus regarding the
indications for surgical management.
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AIM OF THE WORK

The objective of this study is to systematically review and
4[ meta-analyze the outcomes of conservative versus surgical
treatment in management of closed mallet finger injury,
regarding the pain score (based of visual analogue score), DIP
extensor lag and DIP range of motion.
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REVIEW OF LITERATURE

Mallet finger is a traumatic zone | lesion of the extensor
tendon with either (tendinous) isolated tendon rupture or
(bony) avulsion at the base of the distal phalanx (Fig. 1).

The extensor tendon is injured at its distal insertion
when the joint is forced into flexion while being actively
extended**2.

Figure (1): Lateral view of plain X-ray of Bony Mallet finger.'°

Some authors prefer the expression drop finger, which
provides a better description of the consequences of the injury*®
or baseball finger, which describes the mechanism of injury***.
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Bony mallet fingers comprise 30% of all mallet fingers,
and forced flexion and axial loading is the most common cause
this injury*®*’.

A displaced mallet fracture may cause disruption of the
extensor mechanism of DIPJ, leading to a swan neck deformity
and DIP joint extensor deficit. Also, it may lead to
osteoarthritis of the DIP joint, pain, and stiffness™.

Patients with mallet finger injuries report significant
short-term decrease in hand function, with 25% of patients
having decreased working activities for at least 6 weeks.™

Epidemiology:

Mallet finger is a common lesion, with an incidence of
5.6% of all tendinous injuries in the hand and wrist.?

The most commonly affected fingers are as follow:
middle finger greater than ring finger greater than index finger
greater than little finger and thumb.

Tendinous mallet finger is more common than bony
mallet finger.*

Globally, No gender difference is present in the affected
population, although high-energy trauma is needed for the
occurance of the injury in young males and low-energy trauma
in elderly females.”*




