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Abstract  Case Report 
 

Subtalar dislocation is a rare traumatic injury to the foot in which the calcaneus and the navicular bone are displaced 
relative to the talus which maintains its normal relationship within the tibiotalar mortise. It must be considered a 

therapeutic emergency, and no treatment is specific to this lesion. We report a case of pure open internal subtalar 

dislocation stage 2 of Gustillo and Anderson following a domestic accident falling from the height of a Baobab tree of 

approximately 3 m: The patient benefited from an urgent reduction followed by a stabilization with arthrosis by two 
calcaneo-talo-tibial pins, and cast immobilization for six weeks. After a 12-month follow-up, the functional results were 

satisfactory. 
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INTRODUCTION 
According to Broca [1] subtalar dislocation is a 

dislocation in which the talus retains its relationship with 

the bones of the leg, while the calcaneus and the 

navicular bone move under it. It is a rare lesion which 

represents only 1 to 2% of all dislocations [2], and which 
occurs exceptionally after a sports accident, because their 

mechanism requires high energy trauma. We report the 

case of an internal subtalar dislocation following a 

domestic accident. 
 

PATIENT AND OBSERVATION 
Mrs. FD, aged 35, was the victim of a domestic 

accident, falling from the height of a tree of 

approximately 3 m with poor landing on the left foot 
being in inversion and equineism. This trauma caused the 

patient severe pain and total functional impotence of the 

left lower limb. The initial clinical examination revealed 

an anterolateral skin opening of approximately 4 cm on 
the left ankle with externalization of the talus. The 

posterior tibial pulse was not felt; the pedal pulse was 

present, without disturbance of the sensitivity of the foot. 

A standard anteroposterior and lateral x-ray of the ankle 
showed a pure internal subtalar dislocation (Figure 1). 

The patient benefited urgently, under locoregional spinal 

anesthesia, from a reduction of the dislocation using the 

boot puller maneuver, followed by debridement of the 
wound with regularization of the skin edges. Check the 

tibial pulses which were present. The ankle was unstable 

during testing, which prompted arthrosis using two 

calcaneo-talo-tibial pins (Figure 2). Then, the ankle was 
immobilized in a plaster boot in a posterior splint for 6 

weeks without support, followed by removal of the pins 

after 6 weeks, and rehabilitation which lasted six months. 

At 12 months' follow-up, the patient maintained good 
range of motion, however, there was slight ankle pain 

after walking a long distance and at the end of the day, 

with no sign of osteoarthritis on the control x-rays. 
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Figure 1: Clinical image Inspection front and profile view of open dislocation 

 

  
Figure 2: Standard x-ray of the ankle lateral and lateral showing an internal subtalar dislocation without 

associated fracture 
 

  
Figure 3: Ankle image after reduction tested unstable 
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Figure 4: Radiological control after reduction and calcaneo-talotibial arthrosis 

 

  
Figure 5: F/P left ankle radiograph post pin removal. Well centered according to Skinner. Normal Boehler angle 

 

 
Figure 6: Ankle amplitudes at 18 months 

 

DISCUSSION 
Subtalar dislocation is a rare entity which 

represents 1 to 2% of dislocations [2], and 20% of talar 
trauma [3]. It mainly occurs following high-energy 

trauma such as road accidents and falls from a high place. 

We can distinguish 4 varieties of subtalar dislocation: 
internal, external, anterior and posterior. According to 

Allieu [4], when a foot in a weakened position, that is to 
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say in inversion and equinus, undergoes trauma, two 
degrees of internal subtalar dislocations can result: the 

first degree corresponds to a taloscaphoid dislocation 

with rupture of the dorsal taloscaphoid ligament, the 

second degree corresponds to subtalar dislocation with 
rupture of the fubilocalcaneal bundle of the external 

lateral ligament. The deformations are considerable and 

immediately guide the diagnosis: An external projection 

of the talar head and the rest of the calcaneopedial block 
are thrown medially. The radiological assessment makes 

it possible to confirm the diagnosis and includes a frontal 

or dorso-plantar x-ray of the ankle, and a side x-ray 

which is less telling due to the superposition of the bones. 
 

Computed tomography allows a better 

description of lesions, particularly cartilaginous ones, 

and possible incarcerations [5, 6]. Skin opening can be 
initial following high-energy trauma or secondary 

following skin necrosis. The search for vascular-nervous 

complications is systematic. Lateral dislocations 

particularly threaten the posteromedial structures 
(posterior tibial pedicle, posterior tibial tendon and flexor 

longus), medial dislocations, and the deep fibular pedicle 

[7]. The imperative for rapid diagnosis arises with urgent 

reduction under general anesthesia, and the reduction is 
often stable. However, there is no agreement on the type 

of immobilization (boot or cruropedial) nor on the 

duration (3 to 6 weeks) [7]. In the event of instability 

during testing, the implementation of a percutaneous 
stabilization pin is mandatory. The prognosis is often 

considered favorable by the authors [8-10], except for 

open dislocations or those associated with a fracture 

where the prognosis is less good. 
 

CONCLUSION 
Subtalar dislocations create a particular entity 

and are defined by the mass displacement, in the frontal 

plane, of the calcaneopedal block, around the talus, the 
body of which remains in place in the tibiofibular 

mortise. The internal variant is the most common. 

Clinically, the deformations are considerable and guide 

the diagnosis which will be confirmed by radiology. This 

is a therapeutic emergency, and the prognosis is often 
favorable if the treatment is correct. 
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