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CASE #1
• A 30-year-old man presented with severe left 

heel pain after jumping off a wall while 
running away from the police. 
• Please comment on the radiograph.
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Key points

• Radiographic 
analysis

• Saunders CT 
classification

• Know your 
winners

• Know your 
approach

• Know the seminal 
RCTs and criticism 
of the papers



Please submit your CBD 
assessments on ISCP now.



CASE #2

• A 35-year old builder presents to A&E with a 
painful swollen foot following an accident at work. 

• Comment on the clinical picture.







GMFCS

• G ap M1/M2 (AP)
• M edial 4th/Medial Cuboid (Oblique) or medial 

2nd/medial middle cuneiform (AP)
• F leck sign (AP)
• medial C olumn line - medial Nav/medial cuneiform 

intersected the base of the first metatarsal (AP)
• S ubluxation (Lateral)









Lis Franc joint complex
• Bony and ligamentous element 
• Combine to provide structural support to the 

transverse arch
• Recessed 2nd Tarsometatarsal (TMT) joint forms the 

“keystone” of the transverse arch. 
• Lisfranc ligament is a plantar interosseous ligament 

that runs from medial cuneiform to base of 2nd 
metatarsal - strongest ligament in the complex and is 
critical to stabilizing and maintenance of the midfoot 
arch. 
• Other ligaments which contribute to this complex 

includes plantar and dorsal tarsometatarsal ligament
and intermetatarsal ligament.



3 column theory
• The medial and middle columns 

function as a unit with very little 
motion seen across these 
articulations during gait 

• The lateral column is mobile and 
essential for shock absorption 
when the foot strikes an uneven 
surface 

• The articulations of the medial and 
middle column are nonessential 
and can be sacrificed yet still 
maintain the function of the 
midfoot



Myerson



• ORIF (n = 20) vs PA (n = 21) for 
primarily ligamentous injury patterns 
with a minimum 2-year follow- up.

• The arthrodesis group had 
significantly improved functional 
outcomes, higher returns to preinjury 
activity levels, lower rates of 
reoperation, and less pain at final 
follow-up. 

• In the group that underwent open 
reduction, 15 (75%) of 20 patients 
developed radiographic arthritis and 5 
patients (25%) required conversion to 
arthrodesis for symptomatic 
posttraumatic arthritis. 



• The risk ratio for hardware removal 
was 0.23 (95% confidence interval 
[CI], 0.11–0.45; p < 0.001) indicating 
more hardware removal for ORIF 
than fusion. 

• For other revision surgery, the risk 
ratio for ORIF was 0.36 (95% CI, 
0.08–1.59; p = 0.18) favoring
neither. 

• Similarly, neither was favored using 
patient-reported outcomes; the 
standard mean difference was 
calculated to be 0.50 (95% CI, −2.13 
to 3.12; p = 0.71). 

• When considering the risk of 
nonanatomic alignment, neither 
was favored (risk ratio, 1.48; 95% CI, 
0.34–6.38; p = 0.60).



Compartment syndrome incisions



• Medial
• Lateral
• Superficial central
• Calcaneal or deep 

central
• Adductor
• Interosseous x 4



Acute versus delayed management of 
foot compartment syndrome
• Controversy exists 
• Recommendations are based on Level 4 or 5 evidence
• Aim: to prevent ischaemic contracture deformity of the 

foot and minimize development of neuropathic pain. 
• Early decompression and fasciotomy carry the risk of 

wound infection and the potential need for soft tissue 
coverage 
• Delayed treatment results in a higher rate of deformity 

and the sequelae of Volkmann’s contracture. 
Exam



Key points

• Know the anatomy
• Think dynamic 

stability
• Classification not 

useful
• ORIF vs Fusion
• Foot compartment 

syndrome is 
controversial



Please submit your CBD 
assessments on ISCP now.



CASE #3

• A 60-year-old gentleman presented with right 
ankle pain after falling off a ladder in the 
afternoon. Please comment on the radiograph.







Blocks to reduction

• Posterior tibialis 
tendon
• Flexor hallucis longus 
• Flexor digitorum 

longus

• Extensor digitorium brevi
• Peroneal tendons
• Talonavicular joint capsule

In lateral subtalar dislocation, the block to reduction 
are on the medial side and vice versa.





Hawkin’s classification of talus neck 
fracture 

• Type I  - Nondisplaced talar neck fracture, 
• Type II  - Talar neck fracture with or without 

subtalar dislocation 
• Type III  -Talar neck fracture with subtalar and 

tibiotalar dislocation 
• Type IV - Talar neck fracture with subtalar, 

tibiotalar, and talonavicular dislocations (Canale & 
Kelly)









Key points

• CT scan post 
reduction for 
subtalar dislocation
• Bloods supply to 

talus
• Hawkins 

classification & 
relevance to AVN 
rates
• Dual approach for 

talar fixation



Please submit your CBD 
assessments on ISCP now.


