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Abstract  Case Report 
 

Fracture of the talus is uncommon in childhood, it represents serious injuries of the foot skeleton. The most significant 

complications include osteonecrosis and posttraumatic malalignment with subsequent arthritis. We report a case of talar 

neck fracture that occurred in a 12-year-old boy. We present the clinical outcome, radiological results and orthopaedic 

follow-up. 
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INTRODUCTION 
fractures of the talus in paediatric age group are 

relatively rare, accounting for around 0.08% of injuries 

[1], its is estimated to be five times rarer than for adult 

trauma [2].Out of these, a vast majority (about 50%-

80%) of these fractures involve the talar neck, followed 

by the talar body [2–4]. A high level of clinical suspicion 

is needed to avoid missing this type of fracture, 

especially when it has a minimal displacement. 

Paediatric bone is more elastic than adult bone [2], so 

fewer fractures occur in early life. 

 

Complications like posttraumatic arthrosis, 

avascular necrosis and less often Nonunion of talus 

fracture has been described in literature. They may 

plague the course of treatment, especially in displaced 

fractures [3-5].  

 

CASE PRESENTATION 
A 12-year-old boy presented to the emergency 

department with right foot pain after falling from a height 

of over 2 metres with the point of impact directly on the 

heel. 

 

Physical examination found swelling, 

ecchymosis and tenderness on the dorsal side of the mid-

foot. Foot and ankle mobilisation was painful. the 

standard X-ray (figures 1) showed a minimally displaced 

fracture of the talus (Hawkins type 1 talus fracture 

without subtalar dislocation). CT SCAN revealed a 

complex talar fracture (figures 2). 

 

The lesion was treated with a short-leg cast for 

6 weeks, analgesia with paracetamol and ibuprofen was 

given according to his weight. 

 

The evolution was good with a 12-month 

follow-up, without any morphological or functional 

complications. 

 

 
Figure 1: Standard ankle X-ray showing talus 

fracture 
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Figure 2: Different CT scans of the ankle showing comminuted fracture of the talus 

 

DISCUSSION 
Talar fractures in children are a rare injury, 

probably owing to the elasticity of pediatric bone and 

cartilage, which is resistant to higher forces and less 

likely to fracture than adult tissue [5]. It has been 

estimated that talar fractures account for 0.08% to 

0.008% of all fractures in children compared with 0.3% 

of all fractures in adults [5, 6]. A fracture of the talus 

results almost exclusively from a high velocity axial 

load. Suspicious mechanisms of injury include all high-

energy traumas in which the foot is forcibly dorsiflexed 

and the neck of the talus impinges against the anterior lip 

of the distal tibia. This could result from, for example, a 

fall from a height or a go-kart or car crashing frontally 

into a wall, in which case the force will be directed under 

the foot. 

 

In our case, the trauma was caused by a fall 

from a great height, and this is consistent with the 

mechanisms described in the literature. 

 

Due to the high energy required to fracture the 

talus, these fractures may be part of a multi-trauma 

presentation. There may be significant deformity 

necessitating immediate reduction to prevent skin 

necrosis [7]. 

 

The injury tends to cause pain and swelling to 

the ankle with the inability to bear weight. Examination 

will usually reveal tenderness in the ankle region with a 

reduced range of movement. The talar head and neck 

may be palpated anterior and inferior to the ankle joint. 

The body may be palpated distal to the malleoli and 

anterior to the Achilles tendon if the fracture is displaced. 

As with all orthopaedic examinations assessing the 

neurovascular status is essential and any deficit will 

require urgent intervention [8]. 

 

Imaging is initially undertaken with plain 

radiography. The views required are anterior-posterior, 

lateral and mortise. Plain radiographs may detect talar 

neck fractures but there is a high false negative rate. A 

study of 132 talar fractures found that 93% had 

additional fracture information on Computerised 

Tomography (CT) scanning that was not found on initial 

plain radiography [9]. 

 

A study by Rodop et al., found that 39% of 

ankle and midfoot fractures may be missed at this initial 

stage. In their study, they found eight cases that were 

missed initially on plain radiography. These patients 

were at first treated conservatively. They were eventually 

diagnosed through Magnetic Resonance Imaging (MRI) 

and CT scanning [10]. They concluded that if there 

remains suspicion about a talar fracture then further 

imaging is recommended to reduce the risk of 

complications. These imaging modalities may also be 

beneficial for operative planning [11]. 

 

Smith et al., [3], described 29 cases of major 

talar fractures in children (mean age 13.5, range 1.2 to 

17.8 years). Complications included avascular necrosis, 

arthritis, non- or delayed union, and neuropraxia [3]. 

Nondisplaced talar fractures can usually be treated 

successfully with closed reduction [5–14]. However, 

cases of avascular necrosis have been described in 

minimally displaced talar fractures [15, 16].  

 

In our case we treated the fracture with a simple short-

leg cast, since it was not displaced. 

 

Complications are most likely due to disruption 

of the vascular ring surrounding the talar neck as the 

bone fractures and/or is displaced. This will cause the 

artery of the tarsal sinus and the artery of the tarsal canal 

to occlude or thrombose, cutting off the blood supply to 

the talar neck and potential fracture site. In cases of 

displaced talar fractures, reduction, followed by internal 

screw fixation, is advised. However, osteonecrosis is rare 

in children n <12 years old, and the outcome might be 

independent of the method of treatment [12]. In the case 

of a child who remains symptomatic after the initial 

treatment of a talar fracture, other rarer complications 

should be considered, for example, nonunion of the 

fracture [6], or a loose osteochondral body [17], or bone 

fragments [18], in the ankle. The former can be treated 
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by delayed osteosynthesis and the latter by removal of 

the fragmentusing anterior ankle arthroscopy. 

 

CONCLUSION 
Talar fractures are serious injuries with the 

potential to develop complications and long-term 

morbidity. In cases of high-energy trauma with a direct 

point of impact on the heel, a close examination is 

recommended, followed by a standard X-ray and a CT 

scan to ensure that the diagnosis is not missed and to 

avoid any subsequent complications. 
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