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Bony Fragment Excision Followed by Multiple Drilling and Fragment
Fixation Using Bio—absorbable Pins for Bilateral Osteochondral Fracture of
the Lateral Talar Dome: A Case Report

Yong Jae Lee, Jin Soo Suh, Jun Young Choi

Department of Orthopedic Surgery, Inje University lisan Paik Hostpial, Goyang, Korea

An osteochondral fracture is considered to be an injury involving the cartilage and subchondral bone. Acute traumatic osteochondral
fractures can be related to joint instability because abnormal joint motion causes shearing and rotatory stress. Acute osteochondral frac-
tures are frequently missed or misdiagnosed as a pure soft tissue injury. Thus, surgeons’ proactive attention is highly required as articular
cartilage has limited potential for self-repair and these lesions may develop osteoarthritis. In order to minimize the progression of post-
traumatic osteoarthritis, it is important to properly identify and treat osteochondral fractures. Yet, little is known about the operative
management of acute osteochondral fractures of the talus. We report here on a case of a middle-aged male with acute osteochondral
fractures of the bilateral lateral talar dome. We applied different operative methods on each side with regard to fragment size and stabil-

ity. A favorable clinical outcome was obtained at 18 months follow-up.
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Figure 1. Right ankle anteroposterior (A], mortise (B) radiographs show a displaced osteochondral fracture of lateral talar gutter (arrows). (C) Fracture location
is not certain on the lateral radiograph. Left ankle radiographs (D, anteroposterior; E, mortise] show no significant findings around talar gutter, while the lateral
radiograph (F) shows small fracture fragment (arrow) from anterior tibial plafond.
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Figure 3. (A, B) Guide wire was passed
through fracture fragment and talar body. (C)

Then, bio-absorbable pin (Bioretec Ltd.) was

fixed.
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Figure 4. Immediate postoperative radiographs shows irregularity of lateral talar articular surface on the right side (A, anteroposterior; B, mortise; C, lateral)
and absence of bony fragment on the left side (D, anteroposterior; E, mortise; F, lateral).
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Figure 5. On the right ankle anteroposterior (A) and mortise (B) radiographs at postoperative 6 months, union of the fracture fragment was still processing with
radiolucent lesion of the medial talar dome. (C, D) At 12 months postoperatively, suspicious osteochondral lesion of the medial talar dome became clearer.
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