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ABSTRACT.  A case of hamate dislocation is presented.  This is associated with
subluxation of the fourth and fifth metacarpi bones with the hamate in a dorsal
direction.  No other capital or metacarpus injury was involved.  The mechanism
of injury was a direct crushing force.  A close reduction was attempted success-
fully with percutaneous K-wire fixation.  These were removed after 6 weeks
and physiotherapy continued for another 6 weeks.  The patient was able to re-
turn to his normal work with near normal hand function.
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Introduction

Dislocation of the hamate is an extremely rare injury, with only 19 cases being reported
since Buchanan described a “luxation of the unciform bone” in 1982[1]. This study de-
scribes a case report and reviews the previous reported cases outlining the proper man-
agement.

Case Report

A 34-year old man sustained a crush injury of his nondominant left hand that had
been caught laterally between a hydraulic splinter and log.  He was seen in the Emer-
gency Department with a swollen left hand and a 3 cm laceration at the first web space
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with a macerated muscle mass protruding through.  There was no evidence of neuro-
logical or vascular injuries to the hand.  He is otherwise healthy.  Radiological ex-
amination revealed a dislocation of the Hamite bone in a dorsal direction with the
fourth radiological examination revealing a dislocation of the hamate bone in a dorsal
direction with the fourth and fifth metacarpals having moved with the hamate (Figure
1, Plates A & B).  There were no fractures.  

The wound in the first web was irrigated and closed temporarily in the Emergency
room.  Later the patient was taken to the operating room and under regional anesthesia
with tourniquet a closed reduction of the dislocated hamate with the fourth and fifth
metacarpals was achieved under control of an image intensifier immobilized with two
percutaneous K-wires.  One K-wire was passed through the reduced hamate into the
capitate and the other through the bases of the fifth to second metacarpal bones (Figure
1, Plates C, D, E, F, G).

The wound in the first web space was re-explored.  The macerated muscle was the
bulk of the adductor pollicis, which had been avulsed from its origin and was not rep-
arable.  Minimal debridement was done for the muscle and pushed inside the wound
which was closed over.  A volar slab was incorporated in the dressing and intravenous
antibiotics were given with elevation of the hand.  The patient was observed with fre-
quent assessment for the development of compartment syndrome for 3 days during
which most of the swelling was resolved.  A splint was applied afterwards and the pa-
tient was discharged from the hospital with a follow-up appointment after 1 week.  He
was instructed for elevation of the hand and active exercise of the fingers while the
wrist was immobilized in the splint.

The K-wires were removed after 6 weeks and physiotherapy begun for active and
then passive ROM of the wrist.  Six weeks after therapy, he had recovered a full ROM
at both wrist and MCP joints.  Good cupping and a stable transverse metacarpal arch on
grip showed that he had maintained the integrity of the ulnar-rotating column.  There
was occasional pain on the ulnar side of the wrist with a strong grip.  Radiological ex-
amination with a wide range of movements showed no instability patterns (Figure 2,
Plates A, B, C, D, E).  Three months after surgery the patient was able to return to work
with no subsequent major complaint.

Discussion

Isolated dislocation of the hamate bone may be volar or dorsal.  Gunn[2] reported 5
volar, 3 dorsal and 3 unknown.  Thereafter the 5 reported cases were 2 volar and 3 dor-
sal, including this case.

The mechanism of injury in most of the cases (8 cases including this case) was a di-
rect impact, while an indirect trauma was reported to be the cause in 4 cases, the mech-
anism was unknown in another 4 reported cases.
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Fig. 1.  Plate A & B: A-P and oblique views show the dorsal dislocation of the hamate bone associated with

the fourth and fifth metacarpals.  Notice the space between the capitate and the triquetral bones and

the widening between the third and fourth metacarpal bases.  Plate C:  Lateral view shows the dorsal

dislocation of the hamate with the fourth and fifth metacarpals.  Plate D:  A-P view after closed re-

duction and percutaneous K-wire fixation.  Notice the anatomical reduction.  Plate E:  Lateral view

post-closed reduction and K-wire fixation.  Plate F & G:  Lateral views post-reduction in hyper-

extention and hyperflexion of the wrist.  Notice the stability of the reduction.  
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Fig. 2.  Plate A:  A-P view.  Plate B:  Oblique and lateral views.  Plate C:  3 months post reduction.   Plate D

& E:  Stability of the reduction with forceful closed fist.
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The physical signs usually include painful swelling of the hand, which is worse on
the ulnar side with limitation of movement.

A definitive treatment was reported only for 13 cases.  One case was treated con-
servatively with poor results[2].  3 cases (all volar dislocation) treated successfully by
closed reduction[3,4].  One of them had no follow-up, while the other 2 cases with a fol-
low-up of 10 months and 12 years showed a mild degree of limited extension on the ex-
treme of function.  Four cases were treated by excision of the hamate with good results
[2].  Two cases (volar & dorsal) were treated primarily by ORIF and cast for 6 weeks
[5,2], both had good results.  Two other cases (dorsal & volar) had unsuccessful at-
tempts of closed reduction[6,7], therefore, treated by open reduction.  The former was
treated without fixation, but cast for 4 weeks and the later one was fixed with k-wire
and cast for 5 weeks.  Both cases had a good result after 4 & 10 months of follow-up.  

Our patient caught his hand between a hydraulic splinter and log, which caused the
hamate bone with the fourth and fifth metacarpal bones to dislocate dorsally as one
unit.  This proves the presence of a weak point at the capito-hamate and triquetro-
hamate joints, with the possibilities of tearing the dorsal carpal ligaments across these
two joints.

With such grate compressive force injury, the transverse carpal ligament could be in-
jured which did not happen in this patient since the x-ray did not show fracture of the
hook of the hamate.  Also, the successful attempt of close reduction was without dif-
ficulty and the patient never complained of volar wrist pain (as in pilar pain) during the
follow-up period and all of these suggest an intact transverse carpal ligament.

The postoperative pain on the dorsal ulnar area of the wrist that the patient com-
plained of after making a strong grip or after a heavy workload could suggest the need
to reconstruct the dorsal carpal ligament.  However, the patient returned to work and
never came back for further follow-up.

In conclusion, dislocation of the hamate bone is rare.  It usually occurs following
moderate to severe direct impact, as indicated with the mechanism of injury and the as-
sociated soft tissue injury and some bony fracture, although it may occur with indirect
violence as indicated by Johansson, 1926[8].  Volar dislocation is sightly more common
than dorsal dislocation.  The ulnar metacarpal rays usually dislocate with the hamate as
one unit.  Closed reduction should always be attempted as a prime mode of treatment
with or without k-wire fixation.  Open reduction should be the alternative method.  Im-
mobilization for 4-6 weeks is indicated.  Either method, if successfully attempted, gives
good results.
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