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Abstract

Introduction: An isolated dislocation of the proximal tibiofibular joint is uncommon injury. The diagnosis can be easily missed. In this case
report, we expose how avoid missing out on the diagnosis and we expose a special maneuver which facilitating the open reduction.

Case Report: We report the case of a 31-year-old man presented at emergency after right knee during football game. Initially physical
examination objectives a moderate swelling and a local pain on the lateral side of the right knee. The anteroposterior and lateral
radiographs was considered normal. The diagnosis of lateral meniscal injury was admitted. After one week, reexamination objective a
tender bony prominence over the anterolateral aspect of the knee. Radiological investigations confirms the diagnosis of a proximal
tibiofibular dislocation. An open reduction was performed. At final follow-up, the patient don't presents any complaints, with complete

range of motion of the knee and the ankle.

Conclusion: The proximal tibiofibular joint dislocation is rare entity. The early diagnosis can be missed easily if no awareness of this injury is
present. The clinical presentation can mimes a lateral meniscal or lateral ligaments injuries. CT cofirms diagnosis if X-ray are insuffisent.

Often, early diagnosis allows a closed reduction without surgery.

Introduction

Isolated dislocation of the proximal tibiofibular joint is a
rare condition first described by Nelaton in 1874 (1). The
dislocation can be individualized with anteroposterior
(AP) X-rays of the knee. However, the lack of sufficient
and clear signs is resulting in diagnosis difficulties and
further investigations are required especially bilateral
AP X-rays and CT scan of the knee (2,3). Noticeably, the
initial diagnosis in emergencies can be misleading in
case of alack of awareness of this specificinjury (4).

We report the case of a young man with an isolated
dislocation of the proximal tibiofibular joint that was
initially misdiagnosed leading to failure of the closed
reduction. We describe a special maneuver used to
obtain open reduction of the dislocation without
necessity of muscle release.

Case Report

A 31-year-old man presented at the Emergency
Department after a trauma of the right knee that
occurred during a football game. The mechanism of the
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injury was not clearly explained by the patient. He only
reported that his knee was fully flexed, and his ankle was
inverted during a violent, twisting motion. The patient
was complaining of pain in the right knee with
impossibility to bear weight on his right lower limb.
Physical examination revealed pain on palpation and
swelling localized at the lateral side of the joint. The
knee was stable but its range of motion was limited and
painful. AP and lateral radiographs of the knee were
considered as normal and the diagnosis of lateral
meniscal tear was initially retained. Immobilization with
an above-knee plaster was preconized associated to
pharmacologic treatment. One week later, the patient
was always painful. A bony prominence over the
anterolateral aspect of the knee was found (figure 1).

The comparative AP and true lateral radiographs of the
knee showed an anterior translation of the fibular head
(figure 2). CT scan with comparative axial and 3D images
of the knee, confirmed a right anterolateral proximal
tibiofibular joint dislocation (figure 3). Thus the patient
was operated under general anesthesia. Closed
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reduction was initially tried, by applying a pressure on
the fibular head with 90° knee flexion combined with an
external rotation and eversion of the ankle. This attempt
was unsuccessful leading to an open reduction by direct
lateral approach. The reduction was difficult, facilitated
by tire remover maneuver using a spatula. A pop was felt
and heard concomitant with the reduction. An
additional stabilization by Kirchner (K) wire was realized.
Fluoroscopy confirmed the reduction and the right
position of the K-wire (figure 4). Cast immobilization
was preconized for three weeks. It was then removed
and rehabilitation sessions started targeting to regain
knee full range of motion with complete weight bearing.
The K-wire was removed two months after surgery. At
29 months follow-up, the patient had complete knee
and ankle range of motion and went back to his anterior
sport activities without residual complaints.

FIGURE 3. Comparative axial CT scanimages, clearly identified a right
anterolateral proximal tibiofibular joint dislocation.

Discussion
The proximal tibiofibular joint is a synovial joint
between the head of the fibula and the lateral tibial
plateau. The primary stabilization is ensured by the oval
form of the articular surfaces, the articular capsule and
the anterior and posterior proximal tibiofibular
ligaments. This primary stability is reinforced anteriorly
v by the biceps femoris tendon, posteriorly by the
FIGURE 1. Photograph of both knees showing accentuation of the popliteus tendon, superiorly by the fibular collateral
bony prominence of the right fibular head. ligament and inferiorly by the interosseous membrane
(5). Functionally, this joint belongs to the knee and to
the ankle due to the interosseous membrane (6).

Dislocation of this joint is a rare condition. The original
paper of Ogden (6) defines four types of this injury:
subluxation (type 1), anterolateral dislocation (type ),
posteromedial dislocation (type Ill) and superior
dislocation (type IV). Type Il is the most frequent.

The mechanism of this injury most often involves both

v knee and ankle after a violent twisting motion (7-8). For
FIGURE 2. The comparative anteroposterior (AP) bilateral knee X-ray, the ankle, it was postulated that a sudden plantar flexion
showing some lateral translation of the right fibular head. and inversion of the foot cause tension in the peroneal

muscles applying a forward displacement force on the
proximal fibula. For the knee, the mechanism associates
a simultaneous knee flexion and external rotation of the
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leg disrupting the tibiofibular ligaments. This injury is
commonly sports related, especially during landing
afterjumping and after high-velocity accident (9).

In majority of the publications, the clinical findings are
pain located at the lateral side of the knee happening
during sport activities with a normal range of motion
and without joint effusion (10). In some cases, physical
examination objectives a prominence over the fibular
head accentuated by knee flexion as noted in the
current case. The diagnosis can often be hindered due
to the lack of sufficient and clear signs. Thus, it can be
easily diverted to whether lateral meniscal lesion or
partial lateral collateral ligament disruption. The injury
has then to be suspected in front of pain located at the
lateral side of the knee happening after a suggesting
traumatism. AP radiographs of the knee are the first
investigation to undertake, however some difficulties
could be encountered to identify the dislocation (11). In
case of inconclusive diagnosis, comparative X-rays of
the knees should be performed and can suggest some
abnormalities at the tibiofibular joint. Alternatively CT or
MRI becomes necessary to establish the diagnosis (2,3).
After establishing the diagnosis, an early reduction
decrease the risk of complications. Then a closed
reduction must be performed under sedation or general
anesthesia. As reported in the major publications, the
maneuver of reduction are similar and based on
ligamentotaxis (5,6,12). Usually, it is performed with a
knee flexed at 90° (relaxation of the fibular collateral
ligament and biceps tendon) associated to a dorsal
extension, external rotation and eversion of the foot
(relaxation of the anterolateral muscles and the
interosseous membrane). It can be facilitated by
applying a direct pressure over the fibular head in an
opposite direction of that of the dislocation.
Subsequently, after reduction, immobilization of at least
2-3 weeks in an above-knee-plaster followed by
functional rehabilitation are always recommended (13).
Closed reduction can fail due to interposition of soft
tissues or an anterior muscle tension or delayed
diagnosis as reported in the current case. Open
reduction by a direct lateral approach is then indicated.
It must be performed after identifying the peroneal
nerve, with a knee flexed associated to a external
rotation and eversion of the ankle and direct pressure
over the fibular head. If the reduction was not obtained,
a supplementary muscle release of the extensor
digitorum longus insertion on the peroneal head could
be necessary (9). In our case, reduction was obtained
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without muscle release but facilitated by tire remover
maneuver with a spatula, a pop was heard and felt at the
same time of the reduction. For more stability, open
surgical reduction can be followed by capsular sutures
and mostly by fixation using a K-wire or a screw (14). In
the current case, K-wire was used because it is more
practical and easier to remove.

Conclusion

The proximal tibiofibular dislocation is uncommon.
Clinical presentation mimes lateral meniscal or lateral
ligaments injuries. AP knee X-ray can be insufficient to
confirm the diagnosis and further radiological
investigations become necessary. Often, early diagnosis
allows closed reduction. While, lack of awareness of this
specific injury associated with the lack of clear signs on
physical examination can lead to miss or delay the
diagnosis, open reduction becomes then necessary.
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