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Intro:  Rupture of flexor tendons after volar plating with locking screws for stabilization of distal radius fractures is a rare complication. It is thought that extensor tendon rupture is more common than flexor tendon rupture in the surgically treated distal radius fracture. Extensor tendon rupture is a known complication of dorsal plating. However, flexor tendon rupture associated with volar plating has not been widely reported. The purpose of this study is to identify risk factors which predispose to this complication and to determine the incidence of flexor tendon rupture within our patient population

Methods:  The medical records of all patients with distal radius fractures treated with volar plating and distal locking screw fixation from August 2003-August 2007 were retrospectively reviewed.  Those who experienced postoperative flexor tendon ruptures were evaluated to identify potential risk factors. We looked specifically at radiographic alignment of the fracture, plate type, hardware prominence and patient comorbidities.

Results:   Distal radius fractures in 173 patients were treated with open reduction and internal fixation with a locked distal radius volar plate. Two patients from our surgical population developed flexor tendon ruptures, leading to an incidence of 1.1%. A third patient was treated with volar plating at another institution and presented four months later with a malunion, hardware prominence, and rupture of the flexor digitorum profundus tendon (FDP) of the index finger and attritional fraying of the flexor pollicis longus (FPL) tendon.. Of our two patients, one presented with an isolated FPL tendon rupture and the other presented with ruptures of the FDP to the index and long fingers as well as the flexor digitorum sublimis tendon to the index finger. The mean time from volar wrist plating to diagnosis of the rupture was 17.6 (4-36) months. The tendons were reconstructed at the time the ruptures were discovered. The patients' health status and medical comorbidities did not appear to be risk factors for flexor tendon rupture. In each case, the volar hardware was found to be prominent at its most distal aspect causing direct impingement on the tendons. 

Conclusions:  Flexor tendon rupture after volar plating of distal radius fractures is a rare yet significant complication. Prominence of the distal portion of the plate and/or screw back out were the only identifiable risk factors. This may occur due to improper plate or screw application, loss of reduction after fracture fixation, or may be directly related to the plate design and profile or anatomic variations in distal radius geometry. These factors may lead to mechanical irritation and attritional rupture of the flexor tendons. 

