Accessory Ossicle of the Lateral Malleolus

The awthors presant & case history of & pabient with chronic laleral ankle pain e insfability secondany
I an aecessovy ossicie of the fibwla, Consarvalive therapy falfed fo affeviaie the palien!s symploms,
thevaland furiical masagenant was ingicaled, The ossicle was excized, and a modified, double-Vgameant
laferal amkle sfabirzaficn procedure was pevformed. Al 12-months follow-up, he patlent s symplom-
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Literature Review

According 1o Tachdjian (1), the accessory ossicle of
the lateral malleolus, also known as os subfibulare, has
been reporied in 1% of the population. A separale
center of ossification first appears between the ages of
T and 10 vears, 1t uswally Meses 1o the malleolus betwoen
the ages of 15 and |7 vears (2). When fusion occurs,
the main body of the lateral malleolus appears larger
than normal, Oceasionally, fusion with the main body
does nod occur, and junction of the ossicle ocours by
fibrous, cartilaginous, or synovial-lined articulations,

Radiographically, the lateral malleclus has been
shown 1o have two dilferent areas where an apoplyss
can be found. The maost frequenily seen apophysis is
lpcated anterior o the malleolus and is oval in shape.
The other is located distal 1w the malleolus and is
simaller in size (3), The ossification center has smooth
borders. However, when the ossification is incomplete
or irregular, it can resemble a fraciure (2, 31 In ques-
tionable cases, radiographic evaluation of the contralal-
eral limb should be performed. According o Turek (4),
the ossicle 15 most commonly found Blaerally, Other
studies to be considered are ™'Te bone scans, siress
views, and computenized omography scans 1o aid in
making the proper diagnosis and help determine the
course of treatment.

Symploms of pain and instabality can be initiated
following a minor traumatic episode, uswally an invers
sion injury. They are even possible with no history of
trawma 2, 3, 5, 6% Trauma can lead 1o a rupture of the
fibrous or cartilagenous attachments of the ossicle to
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the lateral malleolus, resulling in a painful pseudoar-
throsis (20,

Clinical examination is extremely important in mak-
ing the proper diagnosis. All oo often, a misdiagnosis
of fracture is made and the patient is treated with a
below-the-knee cast for 6 weeks. Pinpoint pain is elic-
ied on palpation immediately anteror (o the lateral
malleolus, Edema and ecchymosis may or may not be
[resent,

Yarious conservalive treatment regimens have been
attempied. These consist of immobilization for 3 10 &
weeks, corticosteroid injection therapy, onhoses, and
various ankle supports, IT conservative treatment is
unsuceessiul, the procedure of choice is resection of the
oesicle with primary repair of the anterior talofibular
ligament.

Case History

A 38-vear-old female first presented o the authors
office in 1986, complaining of pain and instability of
e lefi ankle. She had a history of chromic low-grade
ankle sprains, The patient descnbed the pain as a dull
ache, occasionally radiating up the lateral aspect of ithe
leg, and increasing in severly upon activity, The pa-
tient’s medical history was unremarkable and she has
no known drug allergies,

Physical examination réevealed mild edema surround-
ing the lateral malleolus. Mo erythema or ecchymosis
were nded. Pain was elicited on palpation anterodistal
o Uhe Tateral malleolus at ihe ialofibular joint, Increased
inversion range of motion was noted when compared
io ihe contralateral ankle, as well a5 pain on forced
inversion af the pathologic ankle,

Radiographic evaluation revealed an ossicle anterior
to the lateral malleolus, The borders were smooth and
well demarcated. A noliceable depression within the
talus was observed, indicating a possible articulating
surface wath the ossicle (Fig- 1)

Dwuring the period from 1986 through 1989, varnous



Figure 1. 4, mortise view of the ankle. Arow indicales the
gocessory ossichk, B, lateral view of the ankle, Arrow ndcates
the accessory Qasicle,

conservative treatment madalitics were implemented,
including immobilization, oral anti-inlammatory med-
ications, ultrasound, and corticosteroid injections,
These various treatment modalities failed 0 give the
patient satisfactory relief, She therefore opted for sur-
gical management

Further radiographic studies were necessary 10 assess
the position of the ossicle and the integrity of the lateral
collateral ligaments. Stress views revealed that both the
anterior talofibular ligament and the calcancolibular
ligameni were distupted. Anterior draw test revealed 3
mmn. of anterior displacement of the talus out of the
mortise on e pathologic side, as comparcd (o 2 mm,
of displacement on the contralateral side, A 147 1alar
tilt was measured in the pathologic ankle compared 1o
4* in the normal ankle (4), Mormal values for these tests
are 1 1o 2 mm. anterior displacement. not 10 exceed 4
mm.. and a controversial 5% 10 237 of wlar ul (7, 8)
Computerized tomographic scans revealed a syndes-
motic attachment of the ossicle 1o the fibula. An artic-
ulating surface with the talus was also noted (Fig. 2),

The surgical plan was to excise the ossicle and assess
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Figure 2. Compuberized tomographic scan, revealing oasicl
arficulating with the lateral aspect of the laks.

ligamentous integrity intraoperatively. If the ligaments
were found 1o be intact but stretched, shortening pro-
codures with primary repair would be implemented,
However, il primary repair were nol possible, a lateral
ankle stabilization procedure would be performed.

Surgical Procedure

A 20-cm. hockey stick incision was made paralleling
the peroneal tendons, extending from the lower one
third of the beg 1o the insertion of the peroneus brevis
tendon. Thig incision was used in anticipation of per-
forming a lateral ankle stabilization procedure, The
incision was deepened, adhering 1o strict anatomical
dissection. The ossicle was mlentified at the anlerome-
dial aspect of the lateral mallelous and found 1o be
frecly movable. Other imporiant intraoperative findings
were: 1) an articulating surface between the ossicle and
the talus: 2) the anterior talofibular ligament inseried
into the ossicle only and had no attachment o the
mallealus (Fig. 31 and 3) lollowing excision of the
assicle, the anterior talofibular ligament was found to
be too short to reanastomose with the malleolus (Fig.
4), Since physiologic repair was not possible, a modilied
split peroneus brevis double-ligament, lateral ankle sta-
balization procedure was performed.

Postoperative Trealment

Postoperatively, the patient was placed in a below-
the-knee nonweightbearing cast for 6 weeks, Following
cast removal, the patient was placed on a vigorous
physical therapy program to regain subtalar and ankle
joint range of motion and 1o increase strength of the
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Figure 3. A, ossicle is within hemosial. Oaly Ihe anberior
talolibutar ligament inserts inbo the ossicia, No altachment to
the laterad malleclus is nobed. B, excigion of ossacle reveals
an articulating surface wilth he t@ug, as well as an erosive
surface of the talug.

Figure 4. A, posioperative morkise view of the ankle. Asnow
indhcates absence of ossicke with an eroshee leskon in 1hi lahs,
B, postoperative lafteral view, Arow indicales absence of
ossicle,

peronei. Al 12 months, the patient was withoul pain
and with good range of motion in the sublalar and
ankle joints when compared 1o the contralateral limb.
She is back to full activity and is wearing all types of
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shoes, including sneakers, flat dress shoes, and pumps
with 2-inch heels,

Discussion

There are many etiologies of ankle pain and instabil-
iy, When evaluating an ankle, the practitioner must
rule oul ankle spraim, fracture, accessory ossicle, and
systemic inllammatory disease, The case presented here
exhiibils a patient with a history of chronic lajeral ankle
pain and instability, Standard radiographs can be eval-
wated to differentiate an acoessory ossicle from an avul-
sion fracture, The ossicle is round to oval in shape, with
smooth, well-demarcated cortical marging, The acces-
sory ossacle 15 oflen bilateral, Hence, contralateral ra-
dicaraphs can be uselul when making the diagnosis,
Adjunct radiographic studies can be performed as well,
including computerized tomographic scans and stress
views, 10 assess ligamentous inlegnty,

Conservative Ltherapy should be the Orst mode of
treatmieni. Varous modahtes are available in any med-
ical armamentarium, such as immaobilization, oral anti-
infllammatory  medications, corticosteroid  injections,
ultrasound, physical therapy, and external braces lor
support. Il conservalive treaiment Fails to alleviate the
patient's svmptoms, then surgical imtervention is indi-
cated.

Durning surgery, proper anatomical dissection and
evaluation is essential. In the case presented, significant
intraoperative findings incleded the following: 1) the
anterior talofibular ligament attached directly to the
ossicle with no attachments to the malleolus, and 2)
the ossicle articulated with the 1alus and lad a fibrous
attachment to the malleolus. Aler excision of the os-
sicle, the anterior talofibular ligament was found 1o be
oo short for primary anastomosis to the malleolus. The
calcaneofibular ligament was observed 1o be stretched
and very thin, o the extent that primary shortening
procedures were doubtful as effective remedies. Since
physiologic repair of the ligaments was not possible, a
modiNed double-ligament lateral ankle stabalization
procedure was performed using a split peroneus brevis
tendon grafl.

Conclusion

Surgical excigion and lateral ankle stabilization pro-
duced an excellent result in this case presentation.
Surgery is not always the treatment of choice, However,
when a recalcitrant condition exists, surgical manage-
ment of the problem can and does produce satisfactory
resulis,
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