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in Management
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Ab s t r Ac t 
Open total talar dislocations are rare but potentially catastrophic injuries of the hindfoot. Successful management involves following the 
principles of open fracture management—thorough debridement, reduction, stabilization, and wound management. We detail our surgical 
technique in managing such a case, with specific tips on each step that may help others in the management of such cases.
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cA s e 
A 33-year-old man fell down a 30-m ravine while harvesting 
vegetables, sustaining an open right foot injury. Due to their 
distance from the main roads, he was brought to the emergency 
room 20 hours after his injury. Vital signs were normal and stable. A 
12-cm gaping wound over the medial aspect of his R hindfoot with 
a partially extruded bone and fairly severe wound contamination. 
The distal foot was slightly cool with a moderate capillary refill. 
Our clinical diagnosis is an open total talar dislocation with medial 
extrusion of the talar head of his right ankle, which was confirmed 
with a CT scan (Fig. 1).

MA n Ag e M e n t 
Initial documentation of injury with clinical pictures, X-rays, and 
CT scan was done at the ER. The patient was given antitetanus 
prophylaxis and started on cefazolin 1g IV q 8h, gentamycin 80 mg 
IV q 8h, and metronidazole 500 mg IV q 8h to cover for anaerobes. 
Gross decontamination of the wound was done with a wash of 2 L 
plain NSS, and the wound was covered with a moist dressing while 
awaiting OR.

The patient underwent a formal debridement 24 hours after 
the injury. After copious irrigation with 10 L of plain NSS into the 
joint, removal of torn soft tissues partially attached to the extruded 
talus, and loose osteocartilaginous fragments was performed. 
Intraoperative cultures were obtained. The extruded talus was 
carefully assessed and judged to be sufficiently clean to permit 
replantation. Replantation of the talus was done via the following 
sequence (Fig. 2):

• Application of a Shantz pin or a transcalcaneal Steinman pin 
across the body of the calcaneus to allow longitudinal traction 
of the calcaneus.

• Application of a partially threaded 4 mm Shantz screw into 
the medial portion of the talar head to serve as a joystick and 
facilitate reduction after distraction and valgus opening of 
hindfoot with transcalcaneal pins.

• Soft tissue interposition at the anterior part of the talus space 
was retracted to prevent obstruction—in our case, a Homan 
retractor was used to retract the tibialis anterior tendon and 
portions of the anterior deltoid ligament anterosuperior to 

accommodate the extruded talar head. In some cases, the talar 
head could be button-holed in-between the posterior tibialis 
and flexor digitorum longus tendons blocking reduction of 
the talus back into the mortise and these tendons should be 
retracted as well to be able to reduce the talus back into the 
mortise.

• The extruded talus was rotated and reduced back into its 
place into the joint. It is important to do this as atraumatic 
as possible to avoid inadvertent injury to the neurovascular 
bundles posteriorly and also prevent further damage to the 
articular surfaces.

• Radiographic confirmation of the reduction was done.

After reduction was confirmed, temporary stabilization of the 
reduced talus was done with 2 mm k-wires. A biplanar delta fixator 
with centrally threaded Steinman pins applied at the level of the 
distal tibia, calcaneal body, and navicular was applied (Fig. 3). This 
fixation provided adequate stabilization of the reduced dislocation 
as well as providing adequate access for wound management. The 
wound was left open and initially packed with a wet to dry dressing.

The patient underwent a second look debridement and wash 
out after 48 hours with a note of some sero-purulent discharge. Six 
liters of NSS were used and a locally developed vacuum-assisted 
dressing was applied to help draw out fluids and maintained 
for 5 days (Fig. 4). Bacterial cultures from the initial OR grew 
Staphylococcus sp. and the patient was shifted to levofloxacin 
750 mg OD for 6 weeks.
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Figs 1A to D: (A and B) Clinical images of the patient’s right foot; (C and D) CT scan showing medial total talar dislocation with loose bodies in the joint

Figs 2A and B: Illustration of medial open dislocation of the talus including directions of reduction. (A) AP view of ankle showing dislocation of 
talus in a posteromedial direction. Schantz pin (orange pin) could be placed at distal tibia for axial distraction as showed by red arrows. Schantz 
pin (orange circle) was placed in the talar head to aid in the reduction of the talus back into the joint; (B) Medial view of ankle. Aside from axial 
distraction (red arrows), derotation of the talus using the Schantz pin in the talar head should be done as shown by the green arrow, and retraction 
of the anterior tibialis (blue structure) and anterior deltoid ligaments (light green structure) anterosuperiorly (blue arrow) should also be done to 
reduce the talus back in the mortise. The yellow structure is a posterior tibialis tendon
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The patient was discharged improved and the wound was 
dressed with occlusive dressings weekly at an outpatient clinic. 
The fixator was removed after 10 weeks and physical therapy with 
a range of motion exercises started. Weight-bearing will be delayed 
until 12 weeks postoperatively.

Di s c u s s i o n 
Total talar dislocations are rare injuries, comprising roughly 0.6% 
of all dislocations and 2% of all talar injuries. They may be open or 
closed and may or may not be associated with fractures.

Management of open total talar dislocations includes broad-
spectrum antibiotics, antitetanus prophylaxis, and early aggressive 
debridement of the wound and extruded fragment. During 
debridement, all foreign body contaminants, loose chondral 
bodies, and ligament stumps that may hamper reduction should be 
identified and removed. The decision to reduce or excise the talus 

is influenced by the severity of wound contamination, duration 
from the time of injury, the severity of concomitant fractures, and 
the patient’s overall status. Historically, cases reported involved 
removal of the extruded talus and early tibiocalcaneal fusion, 
however, functional results were poor. More recent studies have 
focused on the reduction and stabilization of the extruded talus, 
associated joints, and concomitant fractures.1–6 A spanning external 
fixator may be added to the construct. Severe cartilage damage 
necessitates fusion of the involved joints. Long-term complications 
include infection (10%), posttraumatic arthritis (14–30%), and 
avascular necrosis (24–26%).7 The presence of these complications 
may necessitate secondary procedures and may adversely affect 
long-term functional outcome.
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Fig. 3: Clinical and radiographic images after the initial debridement and fixation

Fig. 4: Clinical photograph after the second debridement showing the 
locally developed vacuum device
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