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Introduction
Single interphalangeal joint dislocation of the hand is a common 

injury, but double interpahalangealjoints dislocation is very rare. The 
first reported case of double interphalangeal joint dislocation was in 
1874 by Bartels [1]. Double dislocation of the distal interphalangeal 
and proximal interphalangeal joints, in same digit is common on the 
ulnar three digits [2].  with the little finger most commonly affected 
[3,4].

Sprains and dislocations of the Interphalangeal Joint (IPJ) of the 
finger are relatively rare due to the protected position of this joint in 
the hand.

Most of the case reports in the literature are in young males 
sustaining such injuries while practicing throwing sports [4,5]. Our case 
report, however, is a double dislocation of the distal interphalangeal 
and proximal interphalangeal joints, following a fall.

Case Report: Presentation
A 28 year old healthy right handed female attended the Accident 

and Emergency department, with a hyperextension injury to her right 
little finger, following a fall on snow. 

Her little finger was swollen, deformed (step ladder deformity) and 
very painful. Sensation was intact, perfusion was satisfactory and the 
skin was intact.

A radiograph later confirmed the provisional diagnosis of double 
dislocation of the distal and proximal interphalangeal joints (Figure 1).

Local anaesthesia in the form of a Metacarpal block with 1% 
lignocaine was performed and reduction was achieved by longitudinal 
traction. There was some laxity of the proximal interphalangeal joint 
.The finger was immobilised with a Zimmer finger split in the intrinsic 
plus position for three weeks. The patient was then referred to the 
occupational hand therapy department for hand exercises.  

At six months the patient had achieved, full range of flexion 
and extension of the proximal interphalangeal joint ; full range of 
flexion of the distal interphalangeal joint, but extension of the distal 
interphalangeal  joint was limited with a  150 of extension lag.

Discussion
Double dislocation of the proximal and distal interphalangeal 

joints is a rare injury.  The first published case was by Bartels in 1874 
[1]. If the swelling is mild the ‘step ladder deformity’ will be obvious, 
but Vashista et al. [6] noted that swelling may obscure the clinical 
diagnosis, in which case radiological examination will be needed to 
establish the diagnosis. In our patient the step ladder deformity was 
obvious and the diagnosis confirmed with a radiograph.

In the literature there has only been one reported case of 
simultaneous triple dislocation (metacarpo-phangeal, proximal and 
distal interphalangeal joints) [6]. 

The little finger of the dominant hand is most frequently involved, 

followed by the ring finger [3,4]. The possible explanation is the lack of 
protection to the little finger, by the adjacent surrounding fingers, or 
due to weakness of supporting ligaments [7].  Another possible reason 
is that the bony anatomy of the finger itself leads to greater laxity on 
extension, with the shallow articular surface of the proximal phalanx 
resting on the spherical head of the distal phalanx [8].

The mechanism of injury is a hyperextension force on both joints, 
first occurring on the volar surface of the terminal phalanx, initially 
dislocating the distal interphalangeal joint and then dislocating the 
proximal interphalangeal joint in quick succession.  Hence it is not a 
‘simultaneous’ dislocation [2,9,10]. 

The direct force on the fingertip results in a tear to the volar plate of 
both joints. This may be, with or without avulsion fractures of the distal 
insertions, hence allowing the bone to slide on the dorsum of the head 
of the proximal bone. The dislocation may be associated with rupture 
of the central slip of the extensor tendon [10].

Figure 1: provisional diagnosis of double dislocation of the distal and proximal 
interphalangeal joints.
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Close reduction under local anaesthesia is the treatment of choice 
[2] if there is no soft tissue interposition. We were able to reduce our
patient’s dislocations by traction and manipulation.

Close reduction of the proximal interphalangeal joint could be 
difficult, if the condyle of the proximal phalanx buttonholes through 
the extensor aponeurosis, in volar dislocation.

After reduction; immobilisation in the functional position should 
be avoided, as it often leads to instability of the PIP joint [6]. The 
intrinsic plus position is the position of choice [10].

In summary, if this very rare injury is diagnosed early on, it can be 
treated by closed reduction under local anaesthesia,if there are not soft 
tissue injury, with three weeks of immobilization and physiotherapy, 
and a good functional outcome can be achieved.
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