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Radiology Quiz

A painful deformed twisted ankle
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HISTORY

A 32-year-old man hurt his ankle following a fall in the gorge following a skid of his bike while 
crossing a jungle. There was pain, deformity, and swelling noted soon after the injury and he 
could not bear weight on his right leg. Following the first-aid, ankle radiographs were advised to 
reveal underlying musculoskeletal injuries.
•	 What are the radiographic findings?
•	 What is unusual in this injury?
•	 What is another eponymous injury similar to this case?
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Figure 1: The radiograph showing the ankle fracture-dislocation 
with an associated fibula fracture. The distal part of the fibula 
fragment is not at its anatomical location (denoted by an 
asterisk) and seems behind the distal tibia in AP view (a). The 
lateral view depicts and confirms the complete incarceration of 
the distal fibula fragment (denoted by arrow) behind the tibia 
(b) thus making this a variant of Bosworth fracture-dislocation.
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FINDINGS

There is a fracture-dislocation injury of the ankle joint 
with the tibia dislocated out of the joint anteriorly. There is 
a concomitant fracture of the distal third of the fibula and 
the distal part of the fractured fibula is stuck behind the 
distal tibia in the anteroposterior view [Figure  1a], as the 
characteristic normal fibula position in ankle images is 
disturbed. The distal fibula fragment is also placed entirely 
posterior to the tibia in the lateral view [Figure  1b]. A  few 
bony specks seen posteriorly may represent avulsion fractures 
with ligamentous injuries in that region.

DIAGNOSIS

A variant of Bosworth fracture-dislocation. In this case, the 
distal part of the distal fibula fragment is stuck behind the 
distal tibia. In classical Bosworth fracture-dislocation, the 
proximal part of the fibula fragment is incarcerated behind 
the tibia. This makes it the variant of Bosworth fracture-
dislocation.

PEARLS AND DISCUSSION

The Bosworth fracture-dislocation or Bosworth injury is an 
uncommon ankle injury characterized by ankle fracture-
dislocation, mostly with an associated fibula fracture.
[1] The proximal part of the fibula is trapped behind the 
posterolateral ridge of the distal lateral tibial tubercle in 
classical Bosworth fracture-dislocation.[2] The injury is also 
called fixed posterior retro-tibial luxation of the fibula. The 
name is dedicated to Bosworth, who first classified this 
injury in 1947. The name is dedicated to Bosworth, who first 
classified this injury in 1947, although Hugier described the 
mechanism of injury primarily in 1848.[3] The injury pattern 
results from severe external rotation injury to the ankle. The 
early diagnosis is important for the appropriate management 
and a good outcome for this injury. Surgical fixation of the 
fracture with ligamentous or syndesmotic repair may be 
required to stabilize the reduced ankle in the anatomical 
position. The trapped fibula also hinders the attempts of close 
reduction in most cases and necessitates open approaches. 
Dislocation of the intact fibula and fibular entrapment 

without dislocation is among other variants also described in 
the literature. A high index of suspicion and careful imaging 
assessment of imaging is critical not to miss these injuries 
and manage them appropriately.
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