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CASE REPORT: TODDLER'S FRACTURE OF THE FIBULA
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which occurs when a child falls while learning to walk. Similar fractures have been

described in other bones like fibula, femur, calcaneus and cuboid. We present a case
of an isolated toddler’s fracture of the fibula, which was very difficult to demonstrate on
conventional radiographs and was only diagnosed following MRI and CT examination per-
formed as part of a tumour staging workup. To our knowledge, this is the first MR descrip-
tion of a fibular toddler’s fracture.

T oddler’s fracture usually refers to an occult non-displaced fracture of the distal tibia,
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€peAOMBI V AeTel, KOTOPhIe y4aTCsd XOAUTh, OOBIYHO OTHOCHATCH K 3aKPBITHIM II€PEAO-
I I MaM JUCTAABHOTO OTAeAa 00AbIIebepIloBOM KocTu 6e3 cMmelrieHus. [lomobHbIe mepe-

AOMBI OBIAM OIMMHCAHBI B TAKUX KOCTIX, KaK MarobepIiioBasi, beapeHHas, IIAToYHas U
KyOoBuaHas. HamMu mpencraBaeH cAydaidl M30AMPOBAHHOTO IIepeaoMa Maao0epIIOBOI KOCTH,
BH3yaAM3allisd KOTOPOrO IIPHU PEHTTeHOAOTHYECKOM HCCAELOBAaHUU Oblra 3aTpyaHeHa. [laH-
HBIHF IIEPEeAOM OBbIA AUATHOCTUPOBAH TOABKO Ipu npoBeneHuu MPT u KT kak gacTu mccaemo-
BaHUA II0 IIOUCKY OHKOAOTHYECKOTO ITpolecca. HacCKOABKO HaM H3BECTHO, 3TO IIEPBOE OIU-
caHHe IlepeAoMa MaaoOepIIOBOil KOCTH y AeTeil, BIIBAEHHOr0 Ipu nomoluu MPT.

KaroueBbIe caOBa: TIEPEAOM MAAOOEPIIOBOM KOCTH, peHTreHorpadus, KT, MPT.
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Dunbar et al [1] to describe an occult non-
displaced spiral fracture of the distal tibial
shaft in children between 9 months and 3 years of
age. The classical presentation is acute trivial
trauma resulting in inability to bear weight on the
affected side, point tenderness, warmth over the
tibia and painful ankle dorsiflexion. On clinical
examination, it is often not obvious that the prob-
lem is within the tibia, and radiographic examina-
tion of one or both extremities may have to be per-
formed to identify the site of abnormality [2].
Toddler’s fractures have also been described
in other bones such as the calcaneum [3-5] and
cuboid [6-7]. Isolated toddler’s fracture of the fib-
ula has also been described on plain radiographs
and on nuclear medicine studies [8-10].
We present a case of toddler’s fracture of the
fibula, diagnosed by MRI and CT. The studies

T he term “toddler’s fracture” was coined by

were performed as part of a tumour staging
workup, prompted by the plain radiographic find-
ings and patient’s clinical presentation. MR fea-
tures of this not uncommon entity have not been
described and should be known in order to make
the correct diagnosis.

Case Report.

An 18-month-old male child presented to a
District General Hospital with a 2-3 week history
of sudden onset limp in the left leg. The child also
complained of pain localised to the upper leg, alt-
hough there was no history of trauma.

On examination, the child was systemically
well and apyrexial. There was mild tenderness
over the left fibula, but no erythema, swelling or
overt signs of infection. Haematological examina-
tion revealed a slightly raised white cell count, but
normal ESR and CRP.
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Fig. 1,a.

Fig. 1,b.

Fig. 1. AP and lateral views of the left leg.

Periosteal reaction is seen along the posterolateral margin of the fibular diaphysis. No other abnormality is visible.

Plain radiographs at the time of admission
(Fig. 1(a, b)) showed periosteal reaction along the
posterolateral margin of the fibula with no associ-
ated fracture. The bony cortex and medullary ca-
nal appeared normal. No soft tissue abnormality
was identified.

On the basis of the clinical presentation and
plain radiographic findings, it was felt that the
overall clinical picture was indicative of osteomye-
litis. However, a tumour such as Ewing’s sarcoma
could not be excluded. The patient was therefore
referred to The London Bone and Soft Tissue Tu-
mour Unit for further investigations and manage-
ment.

The patient was investigated using a stand-
ard tumour protocol consisting of MRI and was
booked for a CT guided needle biopsy under gen-
eral anaesthesia. MRI demonstrated extensive
medullary oedema throughout the fibula, a single
laminated periosteal reaction and a focal area of
cortical sclerosis (Fig. 2).

A CT scan was then performed to optimally
visualize the bone morphology. CT showed (Fig. 3)
a fracture line in the upper fibula with associated
periosteal reaction. The biopsy was therefore can-
celled.

Discussion.

Children under the age of 36 months have
only recently started to walk and are rapidly in-

creasing their activities; a mature gait pattern is
also still evolving. Trivial trauma in this back
ground is therefore not uncommon, which results
in a stress fracture of the bones of the lower limb.

In a review of 500 limping children who pre-
sented without a history of obvious trauma or
abuse, Oudjhane et al found that 100 patients
(20%) showed a fracture [11]. They only used
plain X-rays to investigate the children. If they
had used radio isotope imaging, the percentage of
children showing fractures may well have been
higher [12,13]. Out of the 50 children showing
fractures, tibia was fractured in 51 patients. Fe-
mur was the next commonest bone to be injured
(30 patients). Fibula was the third on the list with
12 cases. Out of these 7 patients had fractures of
both tibia and fibula and 5 had only fracture of
fibula. Various bones of the foot like calcaneus,
cuboid and the metatarsals have also been de-
scribed in the same clinical setting.

Donnelly [8] has described an isolated fibu-
lar fracture that was not detected on initial radio-
graphic examination, despite the patient present-
ing with inability to weight bear on the left leg. A
follow-up examination 2 weeks later showed peri-
osteal reaction along the lateral shaft of the distal
fibula, in a manner very similar to our patient. A
case of bilateral stress fractures of the fibula sec-
ondary to walker abuse has also been described
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Fig. 2,a.

Fig. 2,b.

teal reaction and a focal area of cortical sclerosis.

Fig. 2. MRI demonstrated extensive medullary oedema throughout the fibula, a single laminated perios-

[14]. Kinnaird and Beech described three cases of
fractures of fibula in toddler’s who had presented
with atraumatic limp [10]. The diagnosis in these
cases was made on plain films and radioisotope
imaging.

Stress fractures of fibula are commoner in
toddlers than in adults [15]. The usual location of
the injury is distal metaphyses followed by proxi-
mal metaphysis and the shaft [11]. This is in con-
trast to tibia where the classically described tod-
dler’s fracture is in the upper third of bone.

The child presents with a painful limp and
refuses to bear weight. A history of trauma is not
always available. Sleep is usually unaffected. The
pain improves with rest but does not always go
away until the condition is resolved. Tenderness
may extend along the shaft depending on the sight
of the subperiosteal reaction.

Radiographically there is a haze of internal
callus along the shaft, subperiosteal new bone
formation and sometimes slight disruption of the
cortex. No linear fracture is radiographically evi-
dent because it is usually a compression stress
fracture. The periosteum is elevated, presumably
by hematoma formation, and as it calcifies, this
calcification may become evident on subsequent
radiograph. Sometimes the fracture is shown only
by a bent in the convex margin of the bone shaft
which results from axial loading resulting in plas-
tic bowing of the bone [16,17].

Radionuclide imaging can play a role in the
detection of the occult toddler’s fracture. These
fractures manifest as areas of increased focal up-
take. The bone scan may become positive within
seven hours of the injury and a negative bone
scan by the third day, excludes the diagnosis of a
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Fig. 3. Axial CT slice through the upper leg,
bone window, confirms the fracture demonstrat-
ed on MRI

Florid but regular periosteal reaction is seen, with no
evidence of a tumour.
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