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Background: Our subject is a 16-year-old male three-sport athlete (football, basketball, track). On December 17, 2013, he was walking down a hill and “twisted” his ankle with a plantar flexion mechanism. He experienced swelling and aching pain in the posterior aspect of his ankle that was exacerbated with plantar flexion. He was treated for the injury by his school's athletic trainer (AT). He continued to play basketball on a limited basis, which aggravated his symptoms.  On January 23, 2014 he was referred to a local podiatrist and was diagnosed with a tibialis posterior strain. After the podiatry visit, he took an extended period off to work on his recovery ending his basketball season.  The subject went through rehabilitation with his school’s AT and a clinical physical therapist/AT intermittently for four months with little improvement with his symptoms. However, he was able to compete in track on a somewhat limited basis during this period.  Most of his workouts were conducted in an exercise pool.  On May 1, 2014, he traveled out of the area and consulted with a sports podiatrist to obtain a second opinion. Differential Diagnosis: tibialis posterior strain, flexor hallucis longus strain, os trigonum syndrome, posterior synovial impingement, osteochondritis dissecans, achilles tendinitis, osteoarthritis  Treatment: He was diagnosed with os trigonum syndrome by the sports podiatrist via examination, x-ray, and MRI.  The MRI revealed severe inflammation and irritation of the synovium surrounding the posterior joint capsule causing his pain and limited mobility. A bone scan on May 14, 2014 confirmed the os trigonum diagnosis. The os trigonum is an accessory bone that develops in the posterolateral aspect of the talus. The presence of an os trigonum (unilaterally or bilaterally) is congenital. It is typically connected to the talus by a fibrous band. He was given corticosteroid injections to the posterior ankle capsular area. Four injections, administered over a 5-week period during late April and early May, were not effective in decreasing the symptoms.  At this point, our subject decided to have the surgery.  On June 11, 2014, he underwent surgery, which included a synovectomy and the removal of the os trigonum of his right ankle. Uniqueness:  An estimated 6-10 percent of the world’s population is born with this accessory bone. Most individuals with an os trigonum are asymptomatic.   Among those with symptoms, some can decrease the inflammation with corticosteroid injections.  Occasionally, surgical removal is required.  This condition is sometimes coined posterior ankle impingement (PAI), which describes a group of pathologies that result from repeated entrapment of soft tissues by the unfused/fractured os trigonum bony process. The repeated compression and entrapment, like nuts in a nutcracker, results in bone contusion and local synovitis as was present in our subject. MRI also revealed that our subject had also longitudinally split his tibialis posterior tendon from the sharp edge of the os trigonum, which had separated from the talus.  After healing, the tendon is fully functional, although it is split into two parts.  Conclusion:  Our subject was non-weight bearing for one month following surgery and then gradually returned to activity.  Since the surgery, our subject completed a rehabilitation program that included ankle mobility, strengthening and proprioceptive exercises. He progressively returned to a full activity two months following his surgery. On August 20, 2014, he was able to return to full participation in football and competed a full 10 game season with minimal symptoms.  It is important for athletic trainers to consider os trigonum syndrome in those athletes that present with nagging posterior ankle pain exacerbated by plantar flexion and do not respond in a traditional time frame. Word Count:  597
