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Letters to the Editor

Posterior Ankle Impingement Syndrome

Síndrome del choque posterior del tobillo

Dear Editor,

We present a case of a 38-year-old female with a history of
right posterior ankle pain for 2 months which worsened with walk-
ing and standing up for a long time. There were no complaints
in other joints. On physical examination the patient presented
swelling of the posterior ankle and complained of pain with forced
flexion of the right feet. There was no increase of inflammation
parameters in blood tests. Radiographic lateral view of the right
ankle demonstrated an enlarged Stieda’s process (Fig. 1). The mag-
netic resonance imaging (MRI) of the right ankle confirmed the
Stieda’s process (Fig. 1) being able to originate posterior conflict,
with a subtle bone marrow edema. A slight effusion was observed
in the anterior and posterior compartments of the tibiotalar joint
as well as edema of the subcutaneous fat. The patient was told to
rest and NSAID were prescribed with resolution of the hindfoot
pain.

The posterior ankle impingement syndrome is a condition
resulting from soft tissue compression between the posterior pro-
cess of the calcaneus and the posterior tibia during ankle plantar
flexion.1 An important cause of the syndrome is a prominent
posterolateral talar process (Stieda’s process) or the presence of
os trigonum, due to its impact on adjacent structures.2 Patients
usually report chronic or recurrent posterior ankle pain caused
or exacerbated by forced plantar flexion.3 Other causes of this
syndrome may result from flexor hallucis longus tenosynovitis,
ankle osteochondritis, subtalar joint disease, and fracture. Diagno-
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Fig. 1. Lateral right ankle radiography (A), T1 weighted sequence (B) and sagittal STIR MRI sequence (C) images demonstrating an enlarged Stieda’s process (arrows) with
mild bone marrow and soft tissues edema.

sis of posterior ankle impingement syndrome is based primarily
on clinical history and physical examination. Radiography, com-
puted tomography, and MRI are useful to detect associated bone
and soft-tissue abnormalities.3 MRI can identify the presence of
a Stieda’s process or a separate os trigonum in addition to sec-
ondary findings that suggest posterior ankle impingement as well
as: increased signal intensity in the soft tissues posterior to the
ankle, thickening of the posterior joint capsule, posterior and subta-
lar synovitis, flexor hallucis longus tenosynovitis and bone marrow
edema pattern in the os trigonum and posterior talus.4•7 Symptoms
typically improve with nonsurgical management but surgery may
be required in refractory cases. A literature review on conservative
treatment of the posterior ankle impingement syndrome suggests
that the initial treatment should aim at decreasing inflammation
with non-steroidal anti-inflammatory drugs and activity restriction
(avoidance of forced plantar flexion).8 Furthermore, a physio-
therapy program that includes soft tissue therapy, stretching and
mobilizations of restricted joints of the lower kinetic chain should
be implemented in conjunction with a progressive strengthening,
balance and proprioception enhancement program.8,9 Cortisone
injections can be performed in patients with higher levels of pain.
These injections into the affected area may reduce the pain and
allow the patient to progress into a rehabilitation program.10 It is
also suggested to tape or brace the ankle in a protective dorsiflex-
ion position when the patient undertakes intense activities, such
as sports.2

This case emphasizes the importance of considering posterior
ankle impingement due to a Stieda’s process of the talus as a cause
of hindfoot pain. In fact, it is an underrecognized cause of posterior
ankle pain but imaging can easily make the diagnosis and guide
appropriate treatment.
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Response to: Tropical Arthritogenic
Alphaviruses�

Respuesta a: Alfavirus tropicales artritogénicos

To the Editor,

We read the complete review recently reported by Mejía and
López-Vélez on tropical arthritogenic alphaviruses with interest.1

However, based on our experience in Colombia, a country that is
significantly affected by arboviruses, such as Chikungunya virus
and Zika virus infections, there are certain aspects of the review
that should have been mentioned.2

Latin America is seeing the emergence of new tropical viral
agents, transmitted by arthropod vectors (arboviruses). They have
been classified into 4 groups, A, B, C and D, the first 2 being of greater
clinical importance.2 Group A is comprised of the genus alphavirus,
involving Chikungunya virus and Mayaro virus, both arthritogenic;
whereas group B includes other tropical arthritogenic viruses of
other genera and families, also of considerable clinical importance,
including their rheumatological manifestations, such is the case of
Zika and dengue viruses.2 The title of the article makes one think
that it refers only to arthritogenic alphaviruses, but that does not
occur in Table 1, where there is a broad spectrum of viruses that
cause musculoskeletal manifestations, which makes one think that
the authors are dealing in general with viruses of rheumatological
importance. However, in this case, they should have mentioned, for
example, Zika virus, which not only provokes arthralgia and other
rheumatological manifestations, but has recently been detected
directly in synovial fluid, where it can even remain for several
weeks.3

Speaking specifically of Chikungunya virus, one of the most
important arthritogenic alphaviruses in terms of its acute and
chronic morbidity and its persistence for long periods of time, in
Colombia, between 2014 and 2015, there were more than 3 mil-
lion new cases, and a proportion of nearly 50% of those patients
developed chronic post-Chikungunya inflammatory rheumatism
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(pCHIK-CIR). This has been documented in a number of cohorts
in the departments of Sucre,4 Tolima5 and Risaralda,6 since
the beginning of 2016, following along the lines of estimates7

and meta-analyses of observational studies conducted in other
countries.8 Thus it is surprising that, when discussing pCHIK-CIR,
the authors refer only to studies dealing with Reunion Island in
France, but there is absolutely no mention of Latin America.

It is important to call attention to the relatively high frequency
observed in certain reports, with ranges from 14.4% to 87.2%, as well
as a mean persistence of 20.12 months in 47.57% of the patients
(95% confidence interval: 45.08–50.13), and a duration of even
more than 5 years.7,9 Thus, pCHIK-CIR has been established as a
challenge for Latin American rheumatology.

Finally, it is also surprising that there is such a limited ref-
erence to Mayaro virus, especially since, after Chikungunya, this
arthritogenic alphavirus could be important not only because of its
acute morbidity, but also chronic as well, in many Latin American
countries. New outbreaks have recently been reported in Venezuela
and in Haiti, among others. Thus, this virus should also be consid-
ered in the differential diagnosis.10
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