
A Rare Case Report of Neglected Chronic Dislocation of 
Distal Interphalangeal Joint Finger

Introduction
Dislocation of DIP joint can occur after 
both high energy and low energy trauma. 
However, both have a different profile in 
terms of concomitant injuries of bones 
and soft tissues. Dislocations due to high 
energy trauma are generally associated 
w i t h  s o f t - t i s s u e  l a c e r at i o n s  a n d 
associated bony injuries and therefore are 
missed many times because they are 
masked by serious injuries elsewhere. 
Dislocations associated with low energy 
trauma are not associated with associated 
injuries and it is rare for these to be 
missed easily. However, in the present 
case this happened because of lockdown 
due to COVID-19 which resulted in 
delayed presentation. There are only few 
detailed case reports available in the 
l i terat u re  o n  u n red u ced  c h ro n i c 
dislocation of the DIP joint. We are 
presenting here a case of chronic 
dislocation of the DIP joint of the ring 
finger of right hand neglected due to 
imposition of lockdown in India as a 
result of COVID-19 pandemic which has 

resulted in lot of collateral damage to 
patient with non-COVID disorders.

Case Report
A 42-year-old female was injured by slip 
and fall from stairs at her home. As a 
result of fall, she suffered injury of ring 
finger of the right hand and consequently 
developed pain at distal end of ring finger 
of right hand associated with deformity at 
the distal interphalangeal (DIP) joint. 
The deformity, though noticed by 
patient, was managed at home by 
a n a l g e s i c  a s  d u e  t o  C O V I D - 1 9 
pandemic, lockdown was imposed in the 
country because of which the patient 
could not report in hospital. After the 
lockdown was relaxed, patient made her 
f i r s t  v i s i t  to  t h e  h o s p i ta l .  Fi x ed 
hyperextension deformity at DIPjoint of 
ring finger of the right hand was noted on 
inspection (Figs. 1 and 2). The active 
range  of  mot ion was  completely 
restricted and mild tenderness was 
present on palpation. The radiograph of 
t h e  i n j u r e d  h a n d  d e m o n s t r a t e d 
dislocation of the DIP joint (Fig. 3).
Patient was a chronic smoker, had raised 
ESR, and her ECG was suggestive of left 
ventricular hypertrophybecause of 
which her surgery could not be done 
immediately as there was delay in 
getting Pre- anesthetic check- upfitness 

and finally she was operated after 5 
months of injury.
Open reduction was performed under 
axillary block anesthesia. The DIP joint 
was explored through a radial mid-lateral 
incision. Joint was full of fibrous tissue 
and could not be relocated at the first 
instant. After the clearance of fibrous 
tissue and cutting of radial collateral 
ligament, the joint was relocated and a 
Kirschner (K-wire) was inserted from 
distal phalanx to middle phalanx to 
stabilize the joint in extension (Figs. 4 
and 5).
T h e  w i r e  w a s  r e m o v e d  3  w e e k s 
postoperatively and active motion of the 
ring finger was started immediately after 
removing the Kirschner wire. Post-
operative check radiograph was done 
(Fig. 6).

Discussion
Neg l ec ted  t rau mat i c  i r red u c i b l e 
dislocation of the DIP joint is quite rare. 
In case of high energy trauma such as 
road traffic accidents, dislocation of the 
DIP joint can be accompanied by 
concomitant fractures and lacerations.
Shiota, Kawamura and Iwasaki reported 
a case with chronic dislocation of the DIP 
joint of the small finger accompanied by 
fracture right clavicular shaft [1]. Around 
half of these DIP joint dislocations are 
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Neglected irreducible dislocation of the distal interphalangeal (DIP) joint due to low energy trauma is a rare traumatic condition 
and only 6–7 cases have been reported in literature worldwide. Herein, we present a case of chronic dislocation of the DIP joint 
which got neglected due to lockdown precipitated by COVID-19. It was caused by low energy trauma of slip and fall from stairs.
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accompanied by laceration [2,3,4,5]. 
However, this injury can result after low 
energy trauma as well, in these they are 
not  associated w ith concomitant 
fractures and lacerations.
To the best of our knowledge, only six 
cases with irreducible dislocation 
without laceration due to low energy 
trauma are reported in the literature 
[6,7,8,9,10]. Four out of these six cases 
were a result of sports injury, and the 
remaining were due to an injury after 
falling down from the stairs. These are, 
however, easily diagnosed immediately 
after the injury and are generally not 
missed whereas in cases of high energy 
trauma diagnosis are usually delayed as 
the injury may be masked by other 
injur ies  of  the body such as  any 
concomitant fracture.
The present case was caused by low 
energy trauma, that is, slip and fall from 
stairs. The patient recognized and 
complained of pain and restricted 
motion at the injured site with deformity 
at DIPjoint of ring finger of the right 
hand. However, due to COVID-19 
pandemic, lockdown was imposed in the 
country and hence, the dislocation of the 
DIP joint was neglected until the 
lockdown was relaxed. Furthermore, in 

the present case solitary DIP joint 
dislocation was noted without any 
concomitant fracture or laceration.
Selig and Schein [8] reported a case of 
closed irreducible dislocation which was 
unnoticed for 10 days. Simpson and 
G r e e n f i e l d  [ 9 ]  e m p h a s i z e d  t h e 
importance of obtaining radiographs of 
al l  inter phalangeal  joint injur ies, 
regardless of the findings on clinical 
e x a m i n a t i o n .  E a r l y  o n s e t  o f 
osteoarthritis can occur due to repeated 
u n s u c c e s s f u l  atte m p t s  o f  c l o s e d 
r e d u c t i o n  [ 8 ] .  T h e r e f o r e ,  o p e n 
reduction should be chosen in chronic 
injury (more than 3 weeks after injury) 
[11]. Yamamoto et al. [12] reported two 
cases of chronic dislocation of the DIP 
joint in both the cases, open reduction 

was performed through a mid-lateral 
incision on either side. The collateral 
ligament was dissected at the proximal 
end and the joint was exposed toremove 
intra-articular scar tissue.
We also employed a mid-lateral incision 
in the present case. By releasing the 
col lateral  l igament,  the joint was 
adequately visualized. This approach 
eases the inspection of the inside of the 
joint. Reported causes of irreducible DIP 
dislocation are an interposition of the 
volar  plates [4,7],  osteochondral 
fragments [10],  and FDP tendon 
dislocations [5,13]. Injuries to the hands 
or digits, such as perilunate dislocations, 
are occasionally missed in high energy 
traumas [14]. In chronic cases, scar tissue 
is another important factor that blocks 
reduction therefore, it is necessary to 
resect the scar tissue within the joint 
carefully preventing damage to the 
articular cartilage buried in the scar. In 
our case, scar tissue was blocking the 
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Variables N %

Age groups

0 to 18 0 0%

19 to 30 2 7%

31 to 40 9 30%

41 to 50 12 40%

51 to 60 5 17%

61 to 75 2 7%

Gender

Females 8 27%

Males 22 73%

Occupation

Agriculture 12 40%

Business 9 30%

Labour 5 17%

Office work 4 13%

Mechanism of injury

Road Traffic Accident 22 73%

Fall 8 27%

Side of Injury

Left 14 47%

Right 16 53%

Table 1: Baseline characteristics of the patients 

included in the study

AO-OTA type N %

43.A1 14 47%

43.A2 6 20%

43. A3 7 23%

43.B1 2 7%

43.B2 1 3%

Table 2: Classification of fractures based 

on The AO Foundation/Orthopaedic 

Trauma Association (AO-OTA) types

Figure 1: Pre-operative clinical photograph 
of the right hand demonstrating fixed 
hyperextension deformity at the DIP joint 
of ring finger from the lateral view.

Figure 5: ?
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Figure 2: Preoperative clinical photograph 
of the right hand demonstrating fixed 
hyperextension deformity at the DIP joint 
of ring finger from the palmar view.

Figure 3: Pre-operative radiographs of the 
right hand demonstrating dislocation of the 
DIP joint of the ring finger- AP and oblique 
views.

Figure 4: Intraoperative clinical picture 
demonstrating insertion of K-wire from 
distal phalanx to middle phalanx.

Figure 5: Post-operative clinical picture of 
the right hand demonstrating relocated DIP 
joint of ring finger with K-wire in situ with 
no obvious deformity dorsal view.

Figure 6: Post-operative radiograph of the 
r ight hand (AP and oblique v iews) 
demonstrating relocated DIP joint of ring 
finger fixed with K-wire.



reduction along with volar plate. In the 
present case, though full range of motion 
could not be achieved, but patient was 
happy because there was no deformity 
an d  t h ere  wa s  2 0 – 3 0  d eg rees  o f 
movement in comparison to zero 
movement earlier.

Conclusion 
COVID-19 induced lockdown has led to 
many new issues one of them being late 
reporting of the patients to the healthcare 
facility resulting in delayed treatment. 
T h e  f o l l o w  u p  o f  p a t i e n t s  w i t h 
orthopedic fractures has also been 
adversely affected. In our case as well the 

patient presented late due to COVID-19 
induced lockdown and the injury got 
neglected. Though the full functional 
restoration could not be assured due to 
delayed presentation but the patient was 
satisfied with the end result since the 
deformity was corrected.
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