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Abstract: Isolated trapezius-metacarpal dislocation is a rare lesion. Although it is usually easily re- 6 

ducible, the high risk of secondary instability poses a major challenge in the management of this 7 

type of injury. 8 

There is controversy over what the treatment of choice is. Most of the authors opt for conservative 9 

treatment by closed reduction and immobilization with the antebrachial splint, using the stabiliza- 10 

tion of the joint with Kirschner needles (AK) if necessary. On the other hand, surgical treatment 11 

with ligamentoplasty has also been described. 12 

The objective of this paper is to present a clinical case of trapezius-metacarpal dislocation and its 13 

definitive treatment with repair with suture anchors (Mini TightRope), as well as to review the lit- 14 

erature. 15 

 16 
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1. Introduction 21 

Isolated trapezius-metacarpal dislocation of traumatic origin is an extremely rare injury, 22 

occurring in less than 1% of all hand injuries1.  It usually predominates in males and on 23 

the right side. 24 

It is usually caused by direct trauma, with an axial force that is transmitted through the 25 

partially flexed thumb to the base of the first metacarpal, forcing the joint to dislocate in 26 

a dorsal position2.  It is frequently associated with avulsion of the base of the first meta- 27 

carpal due to the tension exerted by the flying ligaments, especially the anterior oblique 28 

ligament. In fact, for many years, the palmar oblique ligament has been considered the 29 

main stabilizer of the joint3. This consideration has been debated by Harvey and Bye4 30 

and Pagalidis et al5, who state in their studies that the posterior dorso-radial or radial 31 

ligament is the main stabilizer. 32 

Trapezius-metacarpal dislocation is usually easily reducible, but the high risk of second- 33 

ary instability poses a major challenge in the management of these types of lesions. If not 34 

treated or not treated properly, it can lead to instability of the joint and subsequent oste- 35 

oarthritis of the joint, as well as pain and loss of functionality of the hand6. 36 

There is controversy over what the treatment of choice is. Most of the authors opt for 37 

conservative treatment by closed reduction and immobilization with the antebrachial 38 

splint, including the thumb7, stabilizing the joint with Kirschner needles (AK) if 39 
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necessary8. On the other hand, surgical treatment with ligamentoplasty 9,10 has also been 40 

described. At present there is the possibility of treating unstable dislocations with suture 41 

anchors, but there are still no articles in the literature that report the results. 42 

The objective of this work is to present a clinical case of trapezius-metacarpal dislocation 43 

initially treated conservatively and secondarily with suture anchors. 44 

 45 

2. Clinical case 46 

A 55-year-old man who went to the emergency room presenting trapezius-metacarpal 47 

dislocation of the right hand, after a motorcycle accident. On physical examination he 48 

presented deformity at the base of the right thumb and on x-rays in the AP and lateral 49 

projections a trapezius-metacarpal dislocation was observed. 50 

 51 

 52 

 53 

After narrowly reducing under local anesthesia and immobilizing with scaphoid splint, 54 

it was found in the radiographic control that the dislocation persisted. Given the high 55 

instability of the lesion, it was decided to perform a percutaneous fixation with 2 AK 56 

and 1.8 mm from 1st to 2nd MTC and from 1st MTC to trapezoid. The correct reduction 57 

was verified in radioscopy and it was immobilized with a splint of scaphoids.   58 

 59 

 60 
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After removing the immobilization and the AK in the consultation at 6 weeks, the pa- 61 

tient had a good mobility without pain and began rehabilitative treatment 62 

 63 

 64 

 65 

At 11 weeks he reported clinical worsening with correct mobility, although painful. The 66 

radiographic images showed a subluxation of the trapezius-metacarpal joint that was 67 

reducible. 68 

 69 

 70 

 71 

Given the existing joint instability, surgical trapezius-metacarpal stabilization was indi- 72 

cated by the Mini TightRope system (anchoring the 1st MTC to the 2nd MTC). 73 

 74 

 75 
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 77 

At the time of the last visit made 6 months after the trauma, the patient had presented a 78 

satisfactory evolution. He reported discomfort in the right trapezius-metacarpal joint, 79 

but had no residual instability. Functional recovery was adequate, without presenting 80 

any limitation in the patient's working life and daily activities. 81 

 82 

 83 

3. Discussion 84 

The trapezius-metacarpal joint is an unstable joint because of its saddle anatomy. It has 85 

four main stabilizing ligaments: the anterior oblique ligament, the dorso-radial ligament, 86 

the posterior oblique ligament, and the intermetacarpal ligament. Although there is con- 87 

troversy in the literature about the main stabilizing ligament, recent anatomical and bio- 88 

mechanical studies have shown that the radial dorsal ligament is the main brake on dis- 89 

location 11,12,13. The mechanism of injury that produces dorsal dislocation is the axial load 90 

with flexion of the thumb. The dorsal dislocation of the joint is due to the fact that the 91 

posterior portion of the joint capsule is thinner compared to the flying capsule, which is 92 

also reinforced by the anterior oblique ligament. 93 

There is consensus in the scientific community on the treatment of choice in case of sta- 94 

ble lesions, being the conservative treatment, with reduction and immobilization with 95 

plaster, including the thumb, the first option. Instead, surgical treatment of unstable le- 96 

sions is up for debate. 97 

In 1995 Toupins et al. published a review of the literature comparing the results of con- 98 

servative treatment with the results of treatment with open reduction and ligamento- 99 

plasty and found no significant differences between the two groups 17. 100 

Simonian and Trumble treated 8 patients with reduction and immobilization for 6 101 

weeks, of which 3 required surgical reconstruction due to residual instability and one 102 

case evolved into osteoarthritis 15. 103 

In 2017 Acero and Mesa published a clinical case of a patient treated with closed reduc- 104 

tion and fixation with Kirschner needles who did not present any sequelae 16. 105 

In 2020 Gargallo-Verge et al. treated 2 cases with orthopedic reduction and immobiliza- 106 

tion with plaster including the thumb and fixation with 2 Kirschner needles. In one case 107 



J. Ortho Surg and Trauma. 2021, 10 5 of 7 
 

 

the patient showed adequate functionality and absence of pain, while, in the other, 5 108 

years after the trauma, the patient presented rhizothrosis secondary to the lesion 14, relat- 109 

ing this complication with the presence of intra-articular bone fragments. 110 

 111 

5. Conclusions 112 

The most important factor in determining the treatment of acute injuries is the degree of 113 

stability after closed reduction. 114 

Stable lesions can be immobilized with a scaphoid splint for 6 weeks and in unstable 115 

ones percutaneous fixation with AK is necessary. 116 

Surgical treatment is reserved in cases with late or residual instability. The tendency is to 117 

try a repair with suture anchors and the reconstruction with ligamentous plasty is re- 118 

served in case of failure. 119 

 120 

 121 
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