
Patient history
A 45 year old male patient with a ten year history of diagnosed 
hereditary hemochromatosis, gout, pseudogout and high blood 
pressure, presented with a history of left ankle trauma from 
sporting activities. He had a history of multiple grade iii inversion 
with dorsiflexion ankle injuries. His presenting symptoms of 
ankle pain and instability were progressively getting worse with 
episodic flares of diagnosed pseudo-gout. 

The hyperurisia and hypertension were well controlled with 
Zyloprim (Allopurinol) 100mg and Zanidip (Lercanidipine 
hydrochloride, a calcium channel blocker). Comparative 
physical examination showed a slightly enlarged left ankle with 
an anterior fullness in the region of the talus. Motion examination 
revealed dorsiflexion to neutral with mild pain and plantar 
flexion to approximately 20°. There was mild crepitus and 
anterior joint line tenderness. 

Diagnostic imaging of the ankle was significant for two cystic 
lesions of the talar dome and prominent anterior lateral 
impingement, although there was a well maintained joint space, 
the mortise view revealed the two lesions to be subchondral and 
destructive. Magnetic resonance (MR) imaging of ankle lesions 
(T1 images) further delineated the lesions on the lateral and 
medial border of talar dome with advanced anterior tibial 
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Introduction
This paper serves to bring attention to the little diagnosed but 
prevalent condition of arthropathy associated with 
hemochromatosis. A case study involving a 45 year old male 
with talar dome injury is presented. Discussion centres on the 
mechanism of injury, clinical presentation and concomitant 
pathophysiology of haemochromatosis. The surgical discussion 
describes the intra-operative findings and the post-operative 
rehabilitation.
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Figure 1: MRI tangential view showing large chondral 
and sub-chonral defects of the talus.


