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CASE REPORT

A floating metacarpal is defined as 
the simultaneous dislocation of the 
metacarpophalangeal (MCP) and carpometacarpal 
(CMC) joints, indicating double dislocation of 
the same metacarpal.[1] It was first described by 
Moore et al.[2] in 1978 and later named the “floating 
thumb metacarpal” by Drosos et al.[3] Metacarpal 
dislocations are rare, and floating metacarpals with 
double dislocations are extremely rare.[4] In a recent 
study, there were nine case reports of floating 
metacarpal in the literature[5] The floating metacarpal 
is more often described as the thumb.[6] The treatment 
of these rare injuries can be quite diverse, including 
closed reduction and casting, percutaneous 
Kirschner wire (K-wire) fixation, and open repair of 
ligaments.[7,8]

In this article, we present a very rare case of 
floating metacarpal in which the first MCP and 
CMC dislocations were found simultaneously and 
successfully treated with closed reduction, open 
reduction, and K-wire fixation methods.

A floating metacarpal is defined as the simultaneous dislocation 
of the metacarpophalangeal (MCP) and carpometacarpal (CMC) 
joints. Metacarpal dislocations are rare, and floating metacarpals 
with double dislocations are extremely rare. In this article, we 
present a very rare case of floating metacarpal in which the first 
MCP and CMC dislocations were found simultaneously and 
successfully treated with closed reduction, open reduction, and 
Kirschner wire fixation methods.
Keywords: Carpometacarpal dislocation, floating, metacarpal, 
metacarpophalangeal dislocation.
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CASE REPORT

A 44-year-old male patient was admitted to the 
emergency department with complaints of pain, 
deformity, and limitation of movement in his right 
hand after falling off a bike. He suffered from pain and 
swelling in the right thumb and the first metacarpal 
in his physical examination. In addition, there was a 
“Z” shaped external deformity and the patient could 
not move his thumb. The head of the first metacarpal 
was palpable within the volar muscle group. The 
distal circulation was good and there was no distal 
sensation defect. X-ray showed dislocation of the first 
CMC joint and MCP joint (Figure 1). The reduction 
was attempted under emergency conditions, the CMC 
joint could be reduced, but the first MCP joint could 
not be reduced (Figure 2). After preparations for 
anesthesia, the patient was taken to surgery for open 
reduction in the emergency setting.

Under fluoroscopy, the first CMC joint was reduced, 
but there was subluxation in stress tests. Closed 
reduction of the MCP joint could not be performed 
under general anesthesia, and open reduction was 
initiated. A longitudinal incision was made from the 
dorsal aspect of the MCP joint. The MCP joint was 
reached. The distal articular surface of the metacarpal 
bone could not be visualized and was manipulated 
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from within the volar muscle group, and it was seen to 
be concentrically reduced with the proximal phalanx. 
Meanwhile, chondral damage was detected in the 
metacarpal head (Figure 3). The first MCP joint was 
found to be concentrically reduced and stable. The 

MCP joint fixation was achieved with two K-wires 
(1.5 mm). Then, the capsule and all soft tissues were 
closed appropriately. Fixation of the CMC joint to the 
trapezium was achieved with a K-wire (1.5 mm) and 
a short arm splint was applied (Figure 4). The patient, 

FIGURE 1. The first radiographs of the patient showing dislocation of the (a) first carpometacarpal 
and (b) metacarpophalangeal joint.

(a) (b)

(a) (b)

FIGURE 2. First post-reduction radiographs showing that the (a) first carpometacarpal joint is 
reduced, but the (b) metacarpophalangeal joint is not reduced.
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who had no wound site problems or swelling, was 
discharged the next day and scheduled for outpatient 
follow-up. The sutures were removed at two weeks of 
follow-up and all K-wires were removed at five weeks. 
Control X-ray revealed that the CMC and MCP joints 
were in a concentric reduced position, and physical 

therapy was initiated. Afterward, the patient was lost 
to follow-up and was called several times. Finally, in 
October 2022, the patient was reached and scheduled 
for control. On the last visit, the CMC and MCP joints 
were concentrically reduced, the patient had no pain 
in both joints, there was no problem in the CMC joint 

FIGURE 4. Early postoperative radiographs of the patient.

FIGURE 3. Intraoperative images of the patient. Chondral damage to the metacarpal head is 
visible.
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movements, and the MCP joint movements were 
limited (Figure 5). Total follow-up duration was six 
months, the Quick Disabilities of Arm, Shoulder and 
Hand (Q-DASH) score was 11, the Visual Analog Scale 
(VAS) score was 2, and the Kapandji score was 8/10 
(Figure 6).[9] The patient returned to his previous job 
where he was working using his hand.

DISCUSSION

Floating metacarpal injuries of the thumb are 
very rare injuries caused by high-energy trauma. 
Conservative treatment is usually not recommended 
in this type of injury, due to the high risk of 
instability.[10] In the literature, open reduction and 

FIGURE 5. Six-month follow-up X-rays of the patient.

FIGURE 6. (a, b, c) Clinical and functional appearance of the patient at the last follow-up. (c) Clinical presentation with a Kapandji 
score of 8/10.

(a) (b) (c)
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fixation are preferred rather than closed reduction 
and immobilization.[11] In their case, Messaoudi et 
al.[10] reported that the dislocated MCP joint was 
easily reduced and the dorsolateral dislocation of 
the MCP joint was perfectly stable after reduction. 
If closed reduction fails, the volar plate, sesamoid 
bones, or flexor pollicis longus tendon may be 
interposed.[12,13] In our case, however, MCP joint 
reduction could not be performed in the emergency 
setting; therefore, open reduction and fixation with 
two K-wires were performed. Since no injury was 
detected in the collateral ligaments, no additional 
repair was required. During open reduction, the 
metacarpal head was in the volar muscle group.

Pure CMC joint dislocations are also extremely 
rare.[14] After stable closed reduction, some authors 
recommend conservative treatment with cast 
immobilization; however, there is a risk of long-
term instability.[11-13] Khan et al.,[15] in their study in 
which they presented bilateral CMC joint dislocation, 
reported that the CMC joint was treated with a cast for 
six weeks after closed reduction and that functional 
results were good after a 15-month follow-up. Marcotte 
and Trzeciak[8] also treated double dislocations of the 
thumb satisfactorily with closed reduction and plaster 
cast and achieved a good range of motion. Shih et 
al.[14] achieved good results in their patients who were 
followed for 18 months after closed reduction. Some 
authors prefer stabilization with K-wire, regardless 
of the reduction method.[3,14] Messaoudi et al.[10] 
also found mild lateral laxity during the joint test 
after CMC joint reduction in their patient, and they 
applied conservative treatment, as the patient did 
not accept surgical treatment. While Bosmans et al.[16] 
recommended four to six weeks of plaster treatment if 
concentric joint compliance was achieved after closed 
reduction, they recommended fixation with K-wire 
after closed reduction and even soft tissue repair 
with the open reduction, if necessary, in the presence 
of instability or lack of joint compliance. In our case, 
although the CMC joint was closed-reduced in the 
emergency setting, a slight subluxation was detected 
in the CMC joint during the operation; therefore, one 
K- wire fixation was performed.

In conclusion, dislocations of the CMC and MCP 
joints of the thumb are very rare in the literature and 
there are only a few case reports. To date, several 
methods have been suggested in the treatment, 
and closed reduction should be attempted first. In 
cases where closed reduction fails, open reduction 
is indicated. After reduction, joint stabilization must 
be checked. We believe that, in cases with joint 
instability, K-wire fixation and, if necessary, soft 

tissue repairs should be performed to avoid long-term 
instability.
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