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Acute Lisfranc injury management

understanding stability and development of a treatment algorithm

By FE. Poutoglidou, MD, MSc, PhD*, B. van Groningen, MD, MSc, L. McMenemy, MBBS, BSc(Hons), MRCS, PhD,
R. Elliot, MA(Oxon), MBBS, FRCS(Tr&Orth), and D. Marsland, MSc(SEM), FRCS(Tr&Orth), PhD

Lisfranc injuries were previously described as fracture-dislo-
cations of the tarsometatarsal joints. With advancements in
modern imaging, subtle Lisfranc injuries are now more fre-
quently recognized, revealing that their true incidence is much
higher than previously thought. Injury patterns can vary
widely in severity and anatomy. Early diagnosis and treatment
are essential to achieve good outcomes. The original classifica-
tion systems were anatomy-based, and limited as tools for
guiding treatment. The current review, using the best available
evidence, instead introduces a stability-based classification
system, with weightbearing radiographs and CT serving as key
diagnostic tools. Stable injuries generally have good outcomes
with nonoperative management, most reliably treated with im-
mobilization and non-weightbearing for six weeks. Displaced
or comminuted injuries require surgical intervention, with open
reduction and internal fixation (ORIF) being the most common
approach, with a consensus towards bridge plating. While ORIF
generally achieves satisfactory results, its effectiveness can vary,
particularly in high-energy injuries. Primary arthrodesis remains
niche for the treatment of acute injuries, but may offer benefits
such as lower rates of post-traumatic arthritis and hardware
removal. Novel fixation techniques, including suture button
fixation, aim to provide flexible stabilization, which theoreti-
cally could improve midfoot biomechanics and reduce compli-
cations. Early findings suggest promising functional outcomes,
but further studies are required to validate this method compared
with established techniques. Future research should focus on
refining stability-based classification systems, validation of
weightbearing CT, improving rehabilitation protocols, and
optimizing surgical techniques for various injury patterns to
ultimately enhance patient outcomes.
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- Mechanism
- Midfoot swelling

Suspected Lisfranc injury:

-Tender Lisfranc joints

- Plantar bruising
- Unable to WB

Yes

- Diastasis

Initial radiographs abnormal?
- Intra-articular fracture
- Avulsion fracture or fleck sign

Displaced?
- Diastasis > 2 mm

- Incongruent TMT joints

- Fracture displacement > 2 mm

Yes

[No] Yes
Normal CT and WB radiographs CT injured foot and W8
If Lisfranc still get MRI both feet
and treat according to findings wé)ch*
i [

Ligamentous Lisfranc injury
+ avulsion fractures
Diastasis < 2 mm and
congruent TMT joints

Simple intra-articular Lisfranc fracture

Displacement <2 mm
and congruent TMT joints

Diastasis 22 mm
incongruent TMT joint(s)
Fracture displacement > 2 mm

Stable injury

Nonoperative treatment

- NWB in cast for 6 weeks
then FWB in boot 4 to 6 weeks

Fig. 4

l Unstable injury

Surgical treatment
ORIF
(Lisfranc screw or suture
button + bridge plates) or PA

Treatment protocol based on stability of the Lisfranc injury. FWB, full weightbearing; NWB, non-weightbearing; ORIF, open reduction and internal
WB, wei

fixation; PA, primary
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