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CASE REPORT/KAZUISTIKA

Isolated Lateral Subtalar Dislocation
Due to Low-Energy Trauma

Izolovana lateralni subtalarni luxace v diisledku nizkoenergetického traumatu
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SUMMARY

Isolated subtalar dislocations con-
stitute 1% of all dislocations and are
extremely rare. They frequently oc-
cur as a result of high-energy trauma.
Dislocations are classified based on
the direction of the dislocation, with

80% being medial. Closed reduction
under anesthesia without delay is
the optimal treatment method. In our
case, we present an extremely rare in-
stance of an isolated lateral subtalar
dislocation resulting from a low-ener-
gy injury. Although isolated subtalar
dislocations are frequently reduced
with closed reduction, open reduction
was necessary in our case. The struc-
ture obstructing reduction in lateral

dislocations is often reported to be
the tibialis posterior tendon. During
openreduction, we identified and doc-
umented the tibialis posterior tendon
as the obstructing structure. We have
also discussed the post-reduction fol-
low-up protocol.

Key words: lateral subtalar joint dislo-
cation, low-energy trauma, open reduc-
tion, case reports.

INTRODUCTION

Dislocations of the subtalar and talonavicular joints together
form a rare pattern known as subtalar dislocation, accounting
for only 1% of all dislocations. High-energy traumas and sub-
sequently high-energy sports injuries are frequently reported
in the etiology (1). Rarely, they have been reported to occur
due to low-energy trauma, such as sprains (3). Classification
is based on the direction of the dislocation relative to the ta-
lus, with nearly 80% being medial dislocations. The remaining
majority are lateral dislocations, with posterior and anterior
dislocations being much rarer(10). Late complications include
joint stiffness, osteoarthritis, and avascular necrosis of the
talus (2). We present a case of isolated lateral subtalar dis-
location without associated Fractures, caused by a very rare
etiology, such as a sprain while descending stairs.

CASE PRESENTATION

A 26-year-old male patient sprained his foot while descending
stairs at normal speed, resulting in severe pain. Examination

in the emergency room revealed severe midfoot pain, ab-
sence of open wounds, and widespread ecchymosis medially.
The foot appeared laterally dislocated. Neurovascular exami-
nation was normal. X-ray imaging in the anteroposterior (AP)
view showed lateral dislocation of the foot distal to the talus
(Fig. 7). No fractures were detected on the X-ray and com-
puted tomography (CT) scans. After unsuccessful attempts
at closed reduction under sedation in the emergency room,
the patient was prepared for surgery. Under spinal anesthe-
sia, closed reduction was attempted unsuccessfully, necessi-
tating open reduction. Given the literature indicating that the
tibialis posterior tendon often obstructs reduction in lateral
dislocations, we made a dorsomedial incision to access the
talus. The tibialis posterior tendon was found to be obstruct-
ing reduction by crossing over the medial malleolus onto the
talus (Fig. 2). Once the tendon was repositioned with retrac-
tors, reduction was achieved. Fluoroscopy confirmed the re-
duction(Fig. 3). The patient was followed with a short leg splint
for three weeks. Afterward, the splint was removed and joint
mobilization was initiated. Partial weight-bearing was gradu-
ally increased from the fourth week onwards. Early outpatient
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Fig. 2. Tibialis posterior tendon preventing reduction.

follow-up MRI showed widespread bone marrow edemain the
ankle joints. A rupture of the anterior talofibular ligament was
observed, and consultation with foot surgery was sought. At
sixmonths, the patient had normal ankle joint range of motion

but reported pain after prolonged standing. At the one-year
follow-up, he only experienced mild occasional pain and could
walk long distances. Joint range of motion was painless and
complete, with no signs of arthrosis or osteonecrosis on ra-
diographs. Although the patient did not engage in sports ac-
tivities, his AOFAS score was 85, indicating a good outcome.

DISCUSSION

Due to the rarity of subtalar dislocations, case examples are
limited. High-energy traumas are frequently implicated in
their etiology, with cases resulting from simple mechanisms
like sprains being muchrarer(1, 2). The occurrence of our case
due to low-energy trauma, along with its failure to be reduced
with closed reduction, makes it extremely rare. The visualiza-
tion of the tibialis posterior tendon obstructing the reduction
increases the significance of our case report.

In their meta-analysis on subtalar dislocations, Byrd et al.
found the etiologies to be 38.5% traffic accidents, 30.2% falls
from height, 21.9% sports injuries, and 9.4% low-energy inju-
ries (2). In the same study, the authors noted that low-energy
injuries were overrepresented because they were included
from specific case reports. De Luna et al. associated low-
energy injuries with isolated medial subtalar dislocations and
found them to have a lower complication rate (4). However,
there is no data on this topic regarding lateral dislocations.
Classificationis based on the direction of the dislocation, with
most being medial. Byrd et al. reported 72% medial and 22 %



16/

Acta Chir Orthop Traumatol Cech., 92, 2025, No. 2, p. 114-117

lateral dislocations, which is consistent with the literature (2).
They are frequently reduced with closed reduction (1, 2, 3, 10).
Byrd et al. found the rate of closed reduction to be 80.6% for
all isolated subtalar dislocations (2). Our case, which involves
a low-energqy, laterally directed dislocation that could not be
reduced with closed reduction, represents a very rare injury.
There are few case examples requiring surgical intervention
with documented surgical images. De Palma et al. reported
that in two cases of isolated lateral subtalar dislocations that
could not be reduced with closed reduction, the tibialis pos-
terior tendon obstructed the reduction and successful reduc-
tion was achieved by retracting the tendon (6). Similarly, in
our case, the tibialis posterior tendon obstructed reduction.
Leitner found that the reason the tibialis posterior tendon
obstructs reduction is due to its displacement over the talus
during dislocation as a result of the flexor retinaculum tearing
(9). Waldrop et al. supported Leitner's theory in their cadaver
study (12). Given that the tibialis posterior tendon is the most
common obstructing structure in open reductions of lateral
dislocations, a dorsomedial incision should be preferred. Our
case images show the tibialis posterior tendon obstructing
reduction by crossing over the talus.

There is debate in the literature regarding post-reduction
fixation. Pavi¢ reported good outcomes with talocalcaneal

Fig. 3. Postoperative radiographic control.

fixation using K-wires following closed reduction in their case
series of isolated subtalar dislocations(11). Byrd et al. reported
that short leg circular casting was the most common fixation
method in their meta-analysis (2). De Palma et al. preferred
long leg circular casting in their study of 30 patients with
isolated subtalar dislocations who underwent closed reduc-
tion (5). In our case, as we found no signs of instability during
post-reduction examination, we deemed a below-knee splint
sufficient. We believe that joint immobilization is adequate
as long as weight-bearing is avoided. In our case, we initiated
joint mobilization three weeks post-reduction and found no
evidence of recurrent dislocation. The duration of immobili-
zation is a contentious issue in the literature. To prevent joint
stiffness, shorter immobilization periods (four weeks or less)
are recommended (7). Byrd et al. found that the most common
immobilization period is five to six weeks (2). In eight cases
of isolated medial subtalar dislocations, Lasanianos et al. re-
ported similar AOFAS scores to long-term immobilization by
applying a protocol of joint mobilization and partial weight-
bearing after two weeks of immobilization following closed re-
duction, and they recommended short-term immobilization.
In our case, we initiated joint mobilization after three weeks
of immobilization and encountered no adverse outcomes.
There is no consensus on the duration of immobilization and
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subsequent exercise regimen, necessitating further studies
on this topic.

CT isrecommended for detecting additional injuries in iso-
lated subtalar dislocations (3, 10). Lasanianos et al. reported
that in one case of closed-reduced isolated subtalar disloca-
tion, a CT scan revealed a non-displaced fracture of the talus
(8). The necessity of MRIis limited in the literature. In our case,
early outpatient MRl showed widespread bone marrow edema
and a rupture of the anterior talofibular ligament, which did
not alter our treatment approach. The need for MRI should be
assessed by the surgeon on a case-by-case basis.

The limitation of our case report is the one-year follow-up
period, which does not allow for predicting late complications.
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