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A case of closed medial peritalar dislocation is presented. Immediate closed reduction and conservative
management of associated fractures followed by early physiotherapy led to an excellent outcome of this
potentially devastating injury. A review of the literature on this rare injury is also discussed.
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Case Report
A seventy four year-old male patient presented with
severe pain and the inability to bear weight after
sustaining an inversion injury to the right ankle
following a three feet fall from a ladder. This was a
closed injury without neurovascular compromise. The
ankle and rearfoot were deformed. (Fig.1)
Plain radiographs showed the dislocation of the
talonavicular and subtalar joints, with the navicular
and calcaneus displaced medially. (Figs. 2 and 3) A
lateral view also showed an avulsion fracture of the
posterior process of the talus. A closed reduction was
performed under general anesthesia using image
intensifier guidance.
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A post-operative computed tomography (CT) scan
confirmed anatomical reduction of subtalar and
talonavicular joints and also demonstrated a vertical
posterior process fracture of the talus extending to
the subtalar joint as well as a fracture of the anterior
process of the calcaneus extending into the
calcaneocuboid joint. (Fig. 4)
These were in an
acceptable anatomical position and no further surgical
intervention was undertaken. The patient was treated
in a plaster of Paris, below knee, non-weight bearing
cast for a period of 6 weeks and was then allowed to
weight bear. Physiotherapy in the form of active and
passive mobilization of the ankle, rearfoot and
midfoot joints began at 6 weeks. Radiographs
revealed the fracture had united at three months
follow up and the patient was pain free in his daily
activities involving weight bearing. (Fig. 5)
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Figure 1 Clinical photograph showing a medially
dislocated rearfoot.

Discussion
Peritalar dislocation refers to the injury involving the
simultaneous dislocation of both the talocalcaneal and
talonavicular joints without a fracture of the talar neck
or tibiotalar joint disruption.1 It is rare and considered
to be a severe injury as it involves the weight bearing
articular surfaces of the subtalar joints.2,3
There are two types of normal movements that occur
at the talocalcaneal and talonavicular joint. These
have been described as ‘triplanar’ movements.4 They
are inversion, plantarflexion and adduction as one
movement and eversion, dorsiflexion and abduction
as the other. This gives the peritalar joint the
potential for a variety of dislocations. A medial
dislocation is the most common although dislocations
can occur laterally, anteriorly and posteriorly.1,5,6,7
Peritalar dislocation is usually the result of highenergy trauma or sporting injuries and accounts for
1% of all dislocations.1,8

Figure 2 Antero-posterior radiograph demonstrating
intact tibio-talar articulation and the disarticulation
between the head of the talus and the navicular, with
the navicular and calcaneum being displaced medially.

Although open reduction and internal fixation of talar
fractures is an option,9 the literature suggests that
closed reduction is the most common and appropriate
method of treatment for medial dislocations.1,3,4,6,10,11
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Figure 3 Lateral view radiograph of the ankle and foot.
Avulsion fractures of the posterior process of the talus
and anterior process of the calcaneum are seen. The
dislocated talonavicular joint is seen. Incongruity of the
subtalar articulation gives an indication to the subtalar
dislocation.

Figure 4 Three dimensional (3D) reconstruction of the
post reduction CT scan shows a vertical fracture of the
posterior process of the talus and a well-reduced
subtalar joint.

Regardless of the reduction method used, early
reduction is the key to ensuring a good prognosis for
recovery.8,10
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Figure 5 Radiographs taken at the 3-month follow-up
show complete bony resolution of the injury with good
talonavicular and subtalar joint position.

Peritalar dislocation is a potentially devastating
injury12 in which the complications range from
chronic pain from subtalar arthrosis to talar avascular
necrosis.5,9,12 Avascular necrosis is rare from simple
talar neck fractures as there are multiple vascular
anastomoses within the bone itself. The blood supply
to the talus is from multiple extra-osseal vessels that
surround the bone.13 The extensive soft tissue
damage that occurs in peritalar dislocation disrupts
these vascular arcades. If this is not corrected,
avascular necrosis is likely to occur. Therefore early
reduction gives the best chance of restoring the blood
supply and minimizes the risk of avascular necrosis.
Varying disability results from medial dislocations but
early reduction and mobilization of the joint is
associated with a better prognosis7; lateral and open
fracture dislocations are associated with poorer
outcomes.6 Currently, the literature suggests a period
of non-weight bearing of 4 weeks with no fracture
and 6 weeks with an associated fracture.6 Our
management included active physiotherapy from the
end of the non-weight bearing period until the 3month follow up. We believe this contributed to the
patient’s rapid recovery.
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The figures included in this report should assist
clinicians in the recognition of medial dislocations
(Fig. 1), highlight the potential complications such as
associated talar fractures (Figs. 3 and 4) and
demonstrate the excellent outcomes that can be
achieved with early reduction and active rehabilitation
(Fig. 5).
In conclusion peritalar dislocations are rare injuries
usually sustained by high-energy trauma and have the
potential for serious complications such as avascular
necrosis of the talus and subtalar arthrosis. However
urgent treatment by anatomical reduction followed by
early rehabilitation can provide a good outcome.
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