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Tarsal Coalitions
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=Abstract=

A tarsd codlition is an abnormal union between 2 or more tarsa bones of the hind- and midfoot, which can be congenitd or
acquired. The documented overal incidence of tarsal codition is 1% or less. The resulting abnormal articulation leads to accelerated
degeneration within adjacent joint. Pain is often diffuse, exacerbated by strenuous activity or following an ankle sprain. Thefindings
on physicd examination is protruded mass, diminished range of motion of the involved joint. It is possible to identify of tarsa
coditionswith conventiond radiography, but CT scanning necessary to evauate of the Size, location, characteristic and preoperative
planning of tarsal coalitions. The initid treatment for a tarsal codition is conservative, but tarsal codlitions unresponsive to
conservative tregtment, are managed by codition resection, or arthrodesisin case of presence of degenerative changes.
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Figure 1. Lateral radiograph with talocalcaneal coalition
shows talar beak as upwards flaring of anterosuperior
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aspect of talar head (white arrow). Middle subtalar facet is
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not seen. “Dysmorphic sustentaculum tali” is seen which
the sustentaculum tali is enlarged and has an ovoid
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configuration (circle). Talar neck appears shorter than

normal (black arrow).
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Figure 2. C sign is continuous cortical contour extending
from medial aspect of talus to sustentaculum tali (arrows).

Figure 3. Lateral radiograph with calcaneonavicular
coalition shows that “anteater nose” sign (arrows). Anterior
process of calcaneus is enlarged and elongated.
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Figure 4. AP radiograph with calcaneonavicular coalition
shows that navicular bone is broader in mediolateral
dimension than head of talus and its lateral aspect is
tapered relative to medial portion (circle).
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Figure 5. Coronal CT image showing a calcaneonavicular
coalition (circle). It shows joint space narrowing, irregularity
and reactive sclerosis.
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Figure 6. Coronal CT image showing a middle-facet
talocalcaneal coalition (arrows). Note the dysmorphic
sustentaculum tali and upturned joint line (named the
drunken waiter sign where the sustentaculum represents
the hand and tray).
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