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BACKGROUND

� Ankle Arthritis less prevalent than hip and 
knee arthritis
� 40% Over 60 vs 5%
� ?different cartilage properties

�Thinner but keeps tensile strength, more resilient to 
load.

� 29,000 new cases per year
� Most often post traumatic

� Fracture
� Ligamentous.



HISTORY
Pain

Deep seated.
Dorsal ankle.  

On WB and movement. 
Rarely at rest or night.
Affects other joints

Stiffness

‘Cracking’

Deformity

Locking



O/E
� Look

� Deformity, Swelling, Allignment.
� Feel

� Osteophytes, Tenderness
� Move

� Reduced ROM of the ankle
� Compare to other side
� How to demonstrate ankle movement
� Examine Achilles
� Examine STJ, TNJ

� Examine Ligaments
� ?Laxity as cause

� Pulses
� N/V

� Makes a difference!







DIFFERENTIAL 
DIAGNOSIS

� OCD

� Localised. Deepseated. 
Clicking. Locking

� Gout

� Septic Arthrits

� Trauma

� Stress fracture

� Impingement:

� Anterolateral, Anterior, 
Posterior



IX

� XR
� Weight bearing.  Ankle and Foot

� ?long leg alignment

� PEDCT
� Where is deformity coming from?

� Surrounding joints

� MRI
� Amount of OA

� Surrounding Joints



RX – NON OP

� Activity modification
� Less impact loading, less accelerations.

� High top boots

� Rocker bottom shoes

� Ankle brace

� AFO

� Injections

� Steroid and LA

� PRP

� Stem Cells?



RX - OP
Indications: Refractory to 

Conservative.

Arthroscopy
Debridement, 
Microfracture, 
Cheilectomy

Arthrodesis
Arthroscopic or Open
3:1 fusion to 
replacement

Arthroplasty



Arthrodesis – Arthroscopic or Open

� If Successful will stop ankle pain for long term

� If isolated can have near normal gait pattern 
(forum)

� BUT 

� Puts pressure on adjacent joints that can 
wear out
� STJ, TNJ, Knee, hip

� When STJ,TNJ then altered gait

� Post op
� 4/4/4





Arthroplasty

� Metal tibia, metal talus, Polyethylene 
insert

� Allows more physiological 
movement

� Theoretically protective to adjacent 
joints with more normal gait.

� Wear at approx. 1-2% per year.
� 10 years 80—90%

� Post op
� 6 weeks plaster

� 2/52 then 4/52.





Contraindications

Active 
Infection

AVN/Marked 
Osteoporosis

Severe 
deformity

Neurological 
dysfuction. Obesity. Age









SO SHOULD YOUR PATIENTS 
HAVE A FUSION OR A 

REPLACEMENT?







My conclusion… Individualise, don’t generalise

� My feelings…!
� Age – at present I feel that surrounding joint 

arthritis is easier to deal with than a failed TAR

� Deformity

� Bone stock

� Activity levels
� Weight

� Neurology

� Adjacent joint disease.



Thankyou

� Mr Matthew Welck

� Matthewwelck.com


