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Introduction 

Avulsion of the flexor digitorum profundus, also 
known as jersey finger, is a well-known injury that can 
be treated surgically, the mechanism of injury is 
hyperextension of the distal phalanx with the FDP 
muscle in a state of maximal contraction; the ring 
finger is the most commonly involved digit [1, 2]. It 
has been classified into three types by Leddy and 

Packer based primarily on the level of retraction of the 
injured tendon [3]. followed by a fourth type 
suggested by Smith [4] (Table 1). Type II is the most 
common variety while type IV is very rare [5]. Among 
these types, type IV has the most challenging surgical 
management because you need to both ensure good 
fixation of the fracture with the tendon and to allow 
early rehabilitation [6].

 
Table 1: Types of jersey finger injury [1,2]. 

Type Description 
I Tendon is retracted to palm due to ruptured vincula 
II Tendon is retracted to PIP due to intact vincula 
III Tendon is attached to large bony fragment with minimal retraction 
IV Tendon is avulsed from an associated bony fragment with subsequent retraction to the palm or PIP 

 

Case Report 

A 45-year-old man presented with an inability to flex 
the DIP joint of the right ring finger for 10 days 
precipitated by pulling on injury of a starter cord 

when he was trying to turn on his generator. On 
examination, there were no palmar findings and the 
digit was neurovascularly intact. However, there was 
loss of active flexion of the D.
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Abstract 
The avulsion of the flexor digitorum profundus, also known as the jersey finger, is a well-known injury that can be treated 
surgically. It has been classified into four types, among them type IV which involves tendon avulsion from an associated 
bony fragment with subsequent retraction to the palm or proximal interphalangeal joint is very rare. We present a case of 
type IV injury in a 45-year-old man with a pulling-on injury. The repair followed a pull-out technique (reinserting the 
tendon into the avulsed fragment); the entire reduction was tied over a button on the dorsal aspect of the nail and was 
augmented with a volar plate. The case was reported due to its rarity. We found that early surgical management of this 
problem greatly facilitates optimum surgical results and that early rehabilitation is essential for good long-term results. 
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Figure 1: Loss of active flexion of the DIP joint of the right ring finger. 

 
IP joint of the right ring finger (Figure 1). Imaging was 
ordered and showed fracture avulsion of the distal 
phalanx (Figure 2), the diagnosis was made on the 

basis of history, examination, and imaging of the 
affected finger.

 

 
Figure 2: 3D CT scan showing fracture avulsion of distal phalanx of the ring finger. 

 
Surgical exploration revealed complete avulsion of the 
flexor profundus tendon from its insertion with a 
large bone fragment avulsion of the distal phalanx. 

The profundus tendon was not attached to the large 
bone fragment and had retracted to the palm level 
(Figure 3).

 

 
Figure 3: Surgical exploration showing the profundus tendon retracted to the palm level with a large bone avulsion at the 

base of the phalanx. 

 
The repair followed the pull-out technique consisting 
of reinserting the tendon into the avulsed fragment, 
which was in turn reduced into the defect in the distal 
phalanx. The entire reduction was held with a suture 
weaved through the tendon, passed through the 

fragment and the distal phalanx, and tied over a 
button on the dorsal aspect of the nail (Figure 4), the 
repair was augmented with a volar plate.
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Figure 4: The entire reduction was held by a suture passed through the tendon, fragment and the distal phalanx. 

 
Immediately after surgery, passive tenodesis was 
normal indicating a good prognosis (Figure 5). Three 
weeks later the sutures are removed and the patient is 

undergoing vigorous physiotherapy right now with 
excellent regain of function and range of motion.

 

 
Figure 5: Normal passive tenodesis immediately after surgery. 

 
Discussion  

Jersey finger is almost always caused by an injury and 
the most common mechanism is pulling on a jersey or 
a starter cord. The most reliable physical finding is a 
complete lack of active flexion at the distal IPJ [1,2]. 
Careful physical examination of the injury is very 
important to prevent a delay in diagnosis. If a loss of 
active flexion at the DIP joint is demonstrated, 
surgical exploration is highly encouraged. Early 
management of this problem also greatly facilitates 
optimum surgical results. It is recommended that 
patients with FDP avulsion of any type to have 
exploration and repair as soon as possible, because of 
the difficulty of accurately predicting the level of 
flexor tendon retraction preoperatively on the basis of 
x-ray films [1,7,8]. The surgical approach reported 
here (Pull-Out) is the most frequently reported 
technique for the tendon repair. It is recommended 
doing independent repairs of the bone and tendon, as 
rigid fixation of the fracture is the most important 
factor for good results. Early rehabilitation is 
mandatory for good results [2,6,9]. When the 

diagnosis is delayed, treatment depends on many 
factors including the age of the patient, the functional 
disability, and the particular occupational and 
recreational requirements of the patient. Stabilization 
of the distal IPJ by tenodesis or arthrodesis is usually 
advisable, but in selected cases, tendon reconstruction 
can be considered [5].  
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