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Introduction 
 
 Early controlled mobilization of tissues surrounding a healing fracture has the potential to 
enhance the quality and rate of fracture healing and the functional range of motion of the hand1. 
Early mobilization has certainly been accepted for flexor tendon repair; it is one of the few things 
the Cochrane review on this subject has been able to support2.  
 The risk of tendon rupture has not dampened the interest in early protected movement for 
flexor tendon repair because of the fact that a stiff finger is a useless finger3,4. The loss of finger 
fracture reduction is a much easier thing to repair than a ruptured tendon. 
 The following protocol of early protected movement for finger fractures has been 
developed over many years in our unit with good success in terms of patient functional range of 
motion, patient satisfaction, and surgeon satisfaction. It has resulted in supple fingers and 
avoided stiffness. Very little loss of fracture reduction has occurred. It is based on two guiding 
principles: 
 
1. Early protected movement is just as important in finger and metacarpal fractures as it is 
in flexor tendon repair for the same reason; stiff fingers are not an acceptable good result. 
The risk of clinically significant loss of fracture reduction with this protocol has been lower than 
the risk of tendon rupture in early protected movement with flexor tendon repair in our 
experience. 
2. The best guide to early protected movement which allows maintenance of fracture 
reduction is for the patient to be off of all analgesics to let his pain tell him what he can or 
cannot do. The following is what we tell our patients: they mostly are very understanding of the 
concept. “We did not spend two billion years evolving pain because it is not good for us. It is 
nature’s only way for our bodies to tell us: “Hey, don’t do that; I’m trying to heal in here!”. Get 
off of all pain killers including acetaminophen and ibuprophen as soon as possible, and let your 
pain tell you what you can and cannot do. Your body is very clever and it will let you know 
when you are pushing it. If you listen to your body, you will get better faster” 

 
1. Distal Phalanx Fractures and Tuft Fractures 

 
 Can be unfixated or K-wire fixated. If there is a K wire, determine when k-

wire needs to be removed with surgeon. K wire is usually removed when the 
fracture is no longer tender to palpation with the patient off all analgesics. 

 There is not much point in moving fractures in the first 2-3 days after injury as 
collagen formation does not start until day 3, and because very early 
movement will cause bleeding which will generate more scar and callus. 

 Treat edema with Coban until the finger is no longer swollen 



 Let the pain of the fracture be the main guide in the healing phase for 
allowing movement unless the patient is unreliable. No movement is allowed 
while the patient is on analgesics and the hand is kept elevated. With the 
patient completely off of all analgesics, he is allowed to move it but he is not 
allowed to use it. If he does something that hurts significantly, he should not 
try that again for 2-3 days. When it no longer hurts to move it, he can use it. 
Don’t baby it but don’t do what hurts is the main rule. 

 If the fracture is unstable or if unsure when to start ROM, discuss with 
surgeon. 

 If there is no K wire in stable distal phalanx fracture, splint DIP in 
extension until the pain is gone. Take off splint and start active flexion of both 
DIP and PIP when patient is off analgesics, when he is just moving it but not 
using it stressfully in activities of daily living, and when it does not hurt him 
to move it. The pain guides the movement. Splint DIP joint during possible 
stress activities of daily living and during sleep. Keep the MP and PIP 
moving. Splint is no longer required when it no longer hurts to use the finger. 
The usual splinting time is 2-4 weeks. 

 If K wire is across the DIP joint, keep DIP extension splint on until the K 
wire is removed to prevent DIP flexion. Start active flexion of MP and PIP as 
soon as patient is off analgesics, when he is just moving it but not using it 
stressfully in activities of daily living, and when it does not hurt him to move 
it. The pain guides the movement. 

 If K wire is only in distal phalanx and not across DIP joint, take off splint 
and start active flexion of  both DIP and PIP (as well as MP) when patient is 
off analgesics, when he is just moving it but not using it stressfully in 
activities of daily living, and when it does not hurt him to move it. The pain 
guides the movement. Splint DIP joint during possible stress activities of daily 
living and during sleep. Splint is no longer required when it no longer hurts to 
use the finger.  The usual splinting time is 2-4 weeks. 

 Once splint is discontinued teach active ROM exercises (active composite fist 
and tuck, isolated blocking joint flexion and extension exercises) 10 reps 
every waking hour. 

 When the fracture is solidly healed, usually at 6-10 weeks, forceful very 
frequent passive and active movement (several times per hour with sustained 
holding and the patient counting to 10)  to get the last few degrees of ROM 
can be initiated. At this point, pain is allowed as it is no longer the pain of 
fracture fragments moving, but it is the pain of stretching shortened ligaments. 
If frequent forceful active movement is not gaining after 4 weeks, passive 
forces can be applied. 

 If non-union of fracture, may need to continue full time splinting for 6 weeks 
or longer.  

 Nail bed injuries should be checked by surgeon at 6 weeks (if not already 
arranged sooner) 

 Difficult to know if nail is going to grow at all or right for 6-9 months. If 
unsure bring patient back to surgeon at 6-9 months post injury. 

 



 
2. Middle Phalanx Fractures 

 
 Can be unfixated or K-wire fixated. If there is a K wire, determine when k-

wire needs to be removed with surgeon. K wire is usually removed when the 
fracture is no longer tender to palpation with the patient off of analgesics. 

 There is not much point in moving fractures in the first 2-3 days after injury as 
collagen formation does not start until day 3, and because very early 
movement will cause bleeding which will generate more scar and callus. 

 Treat edema with Coban until the finger is no longer swollen 
 Let the pain of the fracture be the main guide in the healing phase for 

allowing movement unless the patient is unreliable. No movement is allowed 
while the patient is on analgesics and the hand is kept elevated. With the 
patient completely off of analgesics, he is allowed to move it but he is not 
allowed to use it. If he does something that hurts significantly, he should not 
try that again for 2-3 days. When it no longer hurts to move it, he can use it. 
Don’t baby it but don’t do what hurts. 

 If the fracture is unstable or if unsure when to start ROM, discuss with 
surgeon. 

 If stable fracture with no K wire, then buddy tape finger to neighboring 
finger and start early active ROM when patient is off analgesics, when he is 
just moving it but not using it stressfully, and when it does not hurt him to 
move it. The pain guides the movement. Buddy tape until no longer sore to 
use the finger which is usually 2-3 weeks. Reassess the patient at 7 days to be 
sure there is still no unacceptable rotation (scissoring) or angulations. 
Continue with active ROM exercises, 10 reps every waking hour. If gains are 
not happening with active ROM, add passive ROM exercises at 4 weeks. 

 If unstable fracture or K wired fracture, safest is to elevate hand and splint 
PIP and DIP in extension until the fracture is no longer hurting with gentle 
finger movement with the patient off analgesics (usually 3-10 days). When it 
no longer hurts to do so, actively move either or both of PIP and DIP joints as 
much as possible while stabilizing the proximal and/or middle phalanges with 
the fingers of the other hand or with a splint as guided by the patient’s pain 
with movement. The patient is allowed to do this movement frequently (up to 
hourly) as long as 1) he is off all analgesics, 2) he is just moving it but not 
using it stressfully with activities of daily living, and 3) it does not hurt him to 
move it. The pain guides the movement. Keep the MP moving at all times. 
Try to get as much ROM as possible at one or both IP joints as determined by 
the pain to keep the tendons gliding but not to move the fracture. (Like early 
protected movement in flexor tendon repair to keep the tendon moving but not 
to cause rupture). The PIP and/or DIP are splinted in extension during 
possible stress activities of daily living and during sleep, depending on the 
pain. Reassess the patient at 7 days to be sure there is still no unacceptable 
rotation (scissoring) or angulations. Splint is no longer required when it no 
longer hurts to use the finger, which is usually 2-4 weeks. It may be that 
intermittent splinting described above will only need to immobilize either the 



PIP or DIP only (as opposed to both joints), as guided by the patient’s pain. 
Avoid excessive k-wire movement when performing active ROM to a joint. If 
a K wire site or finger looks infected, notify the surgeon. When the K wires 
are out, continue with active ROM exercises, 10 reps every waking hour. If 
gains are not happening with active ROM, add passive ROM exercises at 4 
weeks. 

 Subluxated intraarticular fractures of the PIP are all individual and will 
require surgeon guidance. This may require a Schenk, Banjo, or other 
distraction splint. Surgeon will let you know. K- Wire will pass through 
middle phalanx distal to the fracture site. You will fabricate banjo splint to 
hook onto this k-wire and patient will usually wear this splint full time x 6 
weeks. Bring back to clinic for 6 week follow up (if not seen earlier). Helpful 
to have either x-ray or fluoroscan of reduction at 1 week to ensure adequate 
joint space with traction splint. 

 Non Subluxated volar plate fracture avulsion injuries do not require 
immobilization. They are buddy taped to an adjacent finger to prevent 
hyperextension recurrence for 3 weeks and they are Coban taped until no 
longer edematous. Coban acutely and start active composite fist and tuck 
exercises by 2-3 days after injury.  

 When the fracture is solidly healed, usually at 6-10 weeks, forceful very 
frequent active movement (several times per hour with sustained holding and 
the patient counting to 10)  to get the last few degrees of ROM can be 
initiated. At this point, pain is allowed as it is no longer the pain of fracture 
fragments moving, but it is the pain of stretching shortened ligaments. If 
frequent forceful active movement is not gaining after 4 weeks, passive forces 
can be applied.  

 If flexion contracture at PIP occurs start night extension splint to correct. 
However, unless there is a boutonniere ruptured central slip, full flexion is 
more important than full extension. 
 

3. Proximal Phalanx Fracture  
 Can be unfixated or k-wire fixated. If there is a K wire, determine when k-

wire needs to be removed with surgeon. K wire is usually removed when the 
fracture is no longer tender to palpation with the patient off of analgesics. 

 There is not much point in moving fractures in the first 2-3 days after injury as 
collagen formation does not start until day 3, and because very early 
movement will cause bleeding which will generate more scar and callus. 

 Treat edema with Coban until the finger is no longer swollen 
 Let the pain of the fracture be the main guide in the healing phase for 

allowing movement unless the patient is unreliable. No movement is allowed 
while the patient is on analgesics and the hand is kept elevated. With the 
patient completely off of analgesics, he is allowed to move it but he is not 
allowed to use it. If he does something that hurts significantly, he should not 
try that again for 2-3 days. When it no longer hurts to move it, he can use it. 
Don’t baby it but don’t do what hurts. 



 If the fracture is unstable or if unsure when to start ROM, discuss with 
surgeon. 

 If stable fracture with no K wire, then buddy tape finger to neighboring 
finger and start early active ROM when patient is off analgesics, when he is 
just moving it but not using it stressfully in activities of daily living, and when 
it does not hurt him to move it. The pain guides the movement. Buddy tape 
until no longer sore to use the finger which is usually 2-3 weeks. Reassess the 
patient at 7 days to be sure there is still no unacceptable rotation (scissoring) 
or angulations. 

 If unstable fracture with no K wire, or fracture with a K wire, safest is to 
elevate hand and splint MP in flexion and PIP in extension until the fracture is 
no longer hurting with gentle finger movement with the patient off all 
analgesics (usually 3-10 days). If there are no Kwires across joints, actively 
move any or all of the MP, PIP and DIP joints as much as possible while 
stabilizing the proximal and/or middle phalanges with the fingers of the other 
hand or with a splint as guided by the patient’s pain. The patient is allowed to 
do this movement frequently (up to hourly) as long as 1) he is off all 
analgesics, 2) he is just moving it but not using it stressfully with activities of 
daily living, and 3) it does not hurt him to move it. The pain guides the 
movement. Splint the MP and/or PIP joints during possible stress activities of 
daily living and during sleep. Reassess the patient at 7 days to be sure there is 
still no unacceptable rotation (scissoring) or angulations. Splint is no longer 
required when it no longer hurts to use the finger, which is usually 2-4 weeks, 
post injury or reduction. It may be that the intermittent splinting described 
above will only need to immobilize one of the MP or PIP joints (as opposed to 
both joints), as guided by the patient’s pain. The DIP should always be kept 
actively moving from day 2-3 onward to keep at least profundus gliding. 
Continue with active ROM exercises, 10 reps every waking hour. If gains are 
not happening with active ROM, add passive ROM exercises at 4 weeks. 

 Subluxated intraarticular fractures of the MP or PIP are all individual 
and will require surgeon guidance. This may require a Schenk, Banjo, or 
other distraction splint. Surgeon will let you know. K- wire will pass through 
the head of the middle phalanx distal to the fracture site. You will fabricate 
banjo splint to hook onto this k-wire and patient will usually wear this splint 
full time x 6 weeks. Bring back to clinic for 6 week follow up (if not seen 
earlier) 

 When the fracture is solidly healed, usually at 6-10 weeks, forceful very 
frequent active movement (several times per hour with sustained holding and 
the patient counting to 10)  to get the last few degrees of ROM can be 
initiated. At this point, pain is allowed as it is no longer the pain of fracture 
fragments moving, but it is the pain of stretching shortened ligaments. If 
frequent forceful active movement is not gaining after 4 weeks, passive forces 
can be applied.  

 
 

4. Metacarpal Fracture 



 
 Can be unfixated or k-wire fixated. If there is a K wire, determine when k-

wire needs to be removed with surgeon. K wire is usually removed when the 
fracture is no longer tender to palpation with the patient off of analgesics. 

 There is not much point in moving fractures in the first 2-3 days after injury as 
collagen formation does not start until day 3, and because very early 
movement will cause bleeding which will generate more scar and callus. 

 Treat edema with Coban until the finger is no longer swollen. May also need 
Elastogrip for swelling in back of hand. 

 Let the pain of the fracture be the main guide in the healing phase for 
allowing movement unless the patient is unreliable. No movement is allowed 
while the patient is on analgesics and the hand is kept elevated. With the 
patient completely off of analgesics, he is allowed to move it but he is not 
allowed to use it. If he does something that hurts significantly, he should not 
try that again for 2-3 days. When it no longer hurts to move it, he can use it. 
Don’t baby it but don’t do what hurts. 

 If the fracture is unstable or if unsure when to start ROM, discuss with 
surgeon. 

 stable or unstable 2nd through 5th metacarpal fractures with or without K 
wire, Until pain is gone and analgesics discontinued, elevate hand and resting 
hand splint or ulnar gutter splint with CMC and MP joints in a position of 
comfort, and which allows PIP and DIP joints free movement (usually 3-10 
days). MP flexion is no longer required since level I study (Hofmeister EP, 
Kim J, Shin AY. Comparison of 2 methods of immobilization of fifth 
metacarpal neck fractures: a prospective randomized study. The Journal of 
Hand Surgery. 2008;33(8):1362-1368). When off all analgesics (usually 3-10 
days) he is allowed to remove the splint and shower providing 1) he is just 
moving it but not using it stressfully, and 2) it does not hurt him to move it. 
The pain guides the movement. Reassess the patient at 7 days to be sure there 
is still no unacceptable rotation (scissoring) or angulation. Wear the splint 
during possible stress activities of daily living and during sleep. Splint is no 
longer required when it no longer hurts to use the hand, which is usually 2-4 
weeks, post injury or reduction. Keep PIP and DIP joints moving from the 
beginning guided by pain to keep tendons gliding. 

 Subluxated intraarticular 2nd through 5th metacarpal fractures of the 
CMC or MP are all individual and will require surgeon guidance.  
 

 
 When the fracture is solidly healed, usually at 6-10 weeks, forceful very 

frequent active movement (several times per hour with sustained holding and 
the patient counting to 10)  to get the last few degrees of ROM can be 
initiated. At this point, pain is allowed as it is no longer the pain of fracture 
fragments moving, but it is the pain of stretching shortened ligaments. If 
frequent forceful active movement is not gaining after 4 weeks, passive forces 
can be applied.  
 



If you would like a digital version of this protocol, contact Amanda Higgins at 
grashay@nb.sympatico.ca 
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