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Introduction
Tibiofibular synostosis is an uncommon presentation where a 

bony bridge develops between the tibia and fibula at any of the 
mentioned three sites i.e. at the proximal tibiofibular joint, middle 
tibiofibular joint (in the region of interosseous membrane) or at 
the distal tibiofibular joint. Distal tibio-fibular synostosis can be 
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genetic condition [2]. Reports of congenital distal tibiofibular syn-
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Case Presentation

A 17 years old Malay female patient, currently as a student 
was referred to district hospital, presented with a history of left 
anterior shin pain for the past 3 years. Pain was diffuse and dull-
aching type, worsening upon prolonged standing and walking long 
distances. There were no paraesthesiae in the calf or foot. There 
was no history of trauma or infection. Patient was having limping 
gait since then however no deformity seen over the left lower limb. 
Patient visited to clinic for multiple times and was not investigat-
ed. She was treated conservatively with analgesics however pain 
persisted. Symptoms worsen since 6 months ago with similar pain 
over the right leg and thus was referred to hospital. X-rays over bi-
lateral lower limbs was done which showed multiple bony bridge 
across tibia-fibula at middle and distal one third of right tibia and 
at the junction of middle tibia-fibula over the left lower limb. On 
lateral view the medullary canals appeared to be communicating. 
Other areas of skeletal survey-revealed no other bony anomalies. 
Based on conventional imaging a diagnosis of congenital tibiofibu-
lar synostosis was given. Clinical examination showed tenderness 
over the medial side of right tibia and ankle, however range of mo-
tion over the right ankle was full. Patient not keen for surgical in-
tervention and was treated conservatively by activity modification 
and analgesics.

Figure 1: X-rays of bilateral tibia/fibilla (AP View).

Figure 2: X-rays of bilateral tibia/fibilla (Lateral View).

Discussion

Tibio-fibular synostosis is rarely described in orthopedic litera-
ture and has diversified causes. Proximal synostosis is usually con-
genital, while the middle and distal joint involvement is mostly ac-
quired [1]. Trauma is the most common cause of distal tibiofibular 
synostosis [1]. This is a case of bilaterally synostosis of middle and 
distal tibiofibular joint with no previous history of trauma or injury. 
Although the middle tibiofibular synostosis is mostly acquired the 
bilateral symmetry of synostosis with no evidence of callus forma-
tion or trauma in the present case favours congenital etiology. It 
may be secondary to iatrogenic causes or underlying conditions 
like kissing osteochondroma, fibrodysplasia ossificans progressive 
(FOP), subperiosteal haemorrhage (as seen in scurvy and hemo-
philia), and flourosis [1].There are very few isolated case reports 
of congenital distal tibiofibular synostosis. Synostosis of the middle 
third of the diaphysis of the tibia and fibula has been described 
previously in football and basketball players [3,4]. Despite its lo-
calization, synostosis appearing as a congenital lesion or occuring 
before the closure of the physeal plates is usually complicated by 
shortening of the lateral malleolus, ankle valgus and prominence of 
the fibular head at the knee. These lesions may potentially lead to 
ankle pain, since the synostosis interferes with the normal motion 
that occurs between the tibia and fibula during weight-bearing [6].
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Conclusion

Management in such cases may be conservative or surgical. 
Treatment should always start with conservative measures, such 
as rest, ice compression, non-steroidal anti-inflammatory drugs 
and ultrasound-guided steroid injection. Surgery should be re-
served for patients not improving after conservative treatment. 
Surgical excision should be reserved for the athletically active pa-
tient whose symptoms are gradually progressing and disabling, 
and only after the synostosis appears as mature cortical bone on 
radiographs.

There is an ongoing debate on the treatment of choice. Henry., 
et al. [4] advocate successful treatment by conservative measures 
while a few others such as Hakan and Flandry [5] support surgical 
resection. In this case, the patient is not an active athlete, thus con-
servative measures is adequate for her current condition.
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