Once radiographic evidence of healing has been demonstrated, the patient may be allowed to
bear weight.
It may take up to 36 months for revascularization of the talus to occur; therefore,
prolongation of non-weight-bearing status until the risk of collapse no longer exists is not
practical. There is no definite evidence to suggest that weight bearing on an avascular talus
will contribute to collapse. Hawkins stated that collapse of the talus occurred despite
maintenance of enforced non-weight-bearing status for several years.
Patients with pain and evidence of osteonecrosis may be offered an off-loading orthosis, such
as a patellar tendon–bearing brace, which may limit symptoms.
It should be noted that osteonecrosis of the talus is not always symptomatic, and patients may
function quite satisfactorily without discomfort despite having radiographic findings of
osteonecrosis.
Treatment
1. The location and extent of necrosis
2. The degree of accompanying arthrosis.
In cases of limited osteonecrosis with arthrosis, arthrodesis of the involved joint is an
effective means of eliminating pain.
It is important that any dead bone adjacent to the fusion interface be removed to ensure
successful union.
Operative salvage in cases of total body osteonecrosis and collapse is a challenge. Talectomy
alone has been used in such cases with only minimal success. All patients had problems
related to pain or shortening of the limb.
Blair-type fusion has been suggested. This involves resection of the necrotic
talar body fragment and fusion of the talar head to the anterior distal tibia.
This has the potential advantages of limiting the amount of limb shortening
and preserving some hindfoot motion. This technique can result in a painless
plantigrade foot, but potential problems include high rates of nonunion at the
tibiotalar junction and late collapse.
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Alternatively, the defect created by removal of the talar body can be
spanned with tricortical graft between the distal tibia and calcaneus in conjunction with fusion of
the talar head and anterior distal tibia. This preserves limb length and limits the risk of late collapse
between the tibia and the calcaneus.
Facts about AVN
Protected weight bearing. PTB brace
PWB as not shown to cause collapse
Union can occur with AVN.
Creeping substitute may take up to 3 years
Vascularisation procedure is useless
2. Nonunion and Malunion
Nonunion is the least frequent complication.
The reported incidence was 2.5%.
Usually due to unstable fixation.
Consolidation across the site of a type III talar neck
fracture may take as long as 8 months. Treatment of
nonunion is dependent on the presence of coexisting problems, such as arthrosis,
osteonecrosis, and infection, and is injury-specific.
Consideration should be given to arthrodesis when nonunion is associated with advanced
hindfoot arthrosis.
Malunion after inaccurate reduction of talar neck fractures has a reported incidence as high as
32%, with varus malunion occurring most frequently.
\Because treatment of talar neck malunion is difficult, preventing this complication is
important. It has been recommended that minimally
displaced fractures of the talar neck can be treated with
casting.

3. Malunion
Displaced fractures should be accurately reduced and internally fixed. With any medial
comminution, a two-incision approach may provide the best chance for accurate fracture
reduction.
Patients with varus malunion walk with the foot internally rotated and often complain of
excessive weight bearing on the lateral border of the foot. Initial management consists of
footwear modification and use of inserts intended to cushion the lateral overload.
Long-standing varus malunion with significant arthrosis and loss of hindfoot motion can
be salvaged with arthrodesis to obtain a plantigrade foot. At the time of arthrodesis, the
malpositioning of the foot should be corrected. Patients with varus malunion typically have a
shortened medial column of the foot. Correction of the deformity involves lengthening of the
medial column or shortening of the lateral column of the foot in conjunction with derotation
of the forefoot. Occasionally, joint function is preserved, and correction of the varus
deformity with talar neck osteotomy is possible. A successful outcome after talar neck
osteotomy and insertion of a tricortical bone graft to restore medial neck length has been
reported.
Surgical treatment:
1. Triple arthrodesis: when joint arthritis present. May need additional lengthening of
medial column or shortening lateral column
2. Occasionally, joint function is preserved:
Corrective osteotomy + Tricortical bone graft. Controversial
3. Dorsal malunion: lead to symptomatic impingement and restriction of dorsiflexion
In the absence of significant arthrosis, resection of the dorsal prominence of the
talar neck
4. Skin Necrosis and Infection
Deep infection and skin slough are probably the most dreaded complications of severe talar
fractures. Displaced fractures can lead to excessive tension on the dorsal skin and subsequent
necrosis. Extensive soft-tissue loss can increase the chance of infection and often necessitates
flap coverage. Prompt reduction will help minimize this potentially disastrous complication.
4. Posttraumatic Arthrosis
Subtalar and Ankle arthrosis with limited range of motion is a frequent residuum of severe
talar injuries. Arthrosis can result from articular damage at the time of injury or from

abnormal joint mechanics, as is seen with talar neck malunion. In a study of displaced talar
neck fractures, Sanders reported that the incidence of arthrosis varied from 47% to over 90%.
Arthrosis is often not symptomatic and is, therefore, probably more common than has been
reported.
Summary
Talus fractures often present as complex injuries.
Fractures with significant displacement or associated dislocation require urgent reduction to
afford the best outcome.
Using a combination of anteromedial and anterolateral incisions for fracture exposure
facilitates anatomic reduction.
Severe talar injuries with significant initial displacement remain problematic, and even
aggressive management does not always lead to a satisfactory outcome.
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